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THE BASIC ACTION 

Enovip closely mimics the balanced progesta- 
tional-estrogenic action of the functioning corpus 
luteum. This action is readily understood by a 
simple comparison. In effect, ENovip induces a 
physiologic state which simulates early pregnancy 
—except that there is no placenta or fetus. Thus, 
as in pregnancy, the production or release of 
pituitary gonadotropin is inhibited and ovula- 
tion suspended; a pseudodecidual endometrium 
(“pseudo” because neither placenta nor fetus is 
present) is induced and maintained. 


Further, during Enovin therapy, certain symp- 
toms typical of normal pregnancy may be noted 
in some patients, such as nausea—which is usu- 
ally mild and disappears spontaneously within 
a few days—breast engorgement, some degree of 
fluid retention, and often a marked sense of well- 
being. There is no androgenicity. ENovip is as 
safe as the normal state of pregnancy. 


THE BASIC APPLICATIONS 

1. Correction of menstrual dysfunction. Emer- 
gency treatment of severe dysfunctional uterine 
bleeding is promptly effective following the ad- 
ministration of ENovip in larger doses. Cyclic 
therapy with ENovip controls less severe dysfunc- 
tional uterine bleeding. In amenorrhea cyclic 
therapy with ENnovip establishes a pseudodecidual 
endometrium providing the patient has endo- 
metrial tissue capable of response. 


2. Ovulation suppression (to suspend fertility). 
For this purpose ENovip is administered cycli- 
cally, beginning on day 5 through day 24 (20 
daily doses). The ovary remains in a state of 
physiologic rest and there is no impairment of 
subsequent fertility. When ENovip is prescribed 
for this cyclic use over prolonged periods, a total 
of twenty-four months should not be exceeded 
until continuing studies indicate that its present 
lack of undesired actions continues for even 
longer intervals. Such studies are now in their 
seventh year and will regularly be reviewed for 
extension of the present recommendation. 
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$. Adjustment of the menses for reasons of health 
(impending hospitalization for surgery, during 
treatment of Bartholin’s gland cysts, acute ure- 
thritis, rectal abscess, trichomonal or monilial 
vaginitis), or other special circumstances con- 
sidered valid in the opinion of the physician. 
For this purpose ENovip may be started at any 
time in the cycle up to one week before expected 
menstruation. Upon discontinuation, normal 
cyclic bleeding occurs in three to five days. 


4. Endometriosis. Continuous therapy with 
Enovip corrects endometriosis by producing a 
pseudodecidual reaction with subsequent absorp- 
tion of aberrant endometrial tissue. 


5. Threatened and habitual abortion. ENovip 
should be used as emergency treatment in threat- 
ened abortion although symptoms may occur too 
late to be reversible. Continuous therapy with 
Enovip in habitual abortion is based on the phys- 
iology of pregnancy. ENovin provides balanced 
hormone support of the endometrium, permit- 
ting continuation of pregnancy when endoge- 
nous support is otherwise inadequate. 


6. Endocrine infertility. ENovin has been used 
successfully in cyclic therapy of endocrine infer- 
tility, promoting subsequent pregnancy through 
a probable “rebound” phenomenon. 


THE BASIC DOSAGE 

Basic dosage of Enovip is 5 mg. daily in cyclic 
therapy, beginning on day 5 through day 24 (20 
daily doses) . Higher doses may be used with com- 
plete safety to prevent or control occasional “spot- 
ting” or breakthrough bleeding during ENovip 
therapy, or for rapid effect in the emergency 
treatment of dysfunctional uterine bleeding and 
threatened abortion. 


Enovip is available in tablets of 5 mg. and 10 mg. 
Literature and references, covering more than 
six years of intensive clinical study, available on 
request. 
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Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Absorption and Systemic Toxicity of Local Anes- 
thetics. JOHN ADRIANI, M.D. A critical review 
of the causes of reactions from local anesthetics 
is given here by an expert on the subject. 


The Prophylactic and Therapeutic Use of the 
Thiazides in Pregnancy. HOWARD J. TATUM, 
M.D. This article shows how the oral thiazide 
diuretics can be used successfully during the 
course of pregnancy to reduce the incidence of 
edema, hypertension and eclampsia. 


Abdominal Aortic Aneurysms: Comparative 
Blood Pressure in Arm and Thigh as Diag- 
nostic Aid. JOHN A. SPITTEL, JR., M.D., 
EpGaAR A. HINES, JR., M.D. and JOHN W. 
KIRKLIN, M.D. The differential diagnosis of an 
abdominal aneurysm from other conditions is 
aided by taking comparative blood pressures in 
the arm and thigh. 


A Method of Immediate Circumcision of the 
Newborn. ROBERT M. BUTTERFIELD, M.D. A 
method of immediate circumcision of the new- 
born, free from complications, is described. 


Modern Plastic Surgical Treatment of Unilateral 
Facial Paralysis. JOHN W. CURTIN, M.D. and 
PAUL. W. GREELEY, M.D. Facial paralysis de- 
formities can, in many instances, be corrected 
surgically. The common surgical procedures 
used are described. 


Acute Idiopathic Pericarditis. J. ERNEST NAD- 
LER, M.D. and FRANCIS P. MONTALBANO, M.D. 
Idiopathic pericarditis of unknown etiology 
presents difficult diagnostic and therapeutic 
problems, well described in this review. 


Appendicitis in Children. JOHN H. FISHER, M.D. 
and ALVIN KAPLAN, M.D. Appendicitis in 
childhood, while still a problem in management, 
has shown a steadily declining mortality. Ade- 
quate evaluation of the patient will usually pre- 
vent unnecessary operations, and intensive 
pre- and postoperative care, utilizing intra- 
venous fluids, antibiotics and hypothermic tech- 
niques where indicated, should reduce the sur- 
gical mortality even further. 


Keep the arthritic man in motion 


DELENAR loosens the rheumatic grip on muscles and joints by relaxing 
motion-stopping muscle spasm with a proved muscle relaxant. Then 
the specific analgesia of better-tolerated aluminum aspirin eases motion- 
stopping pain and helps put muscles back in action. 

While immediate symptomatic relief restores motion, the underlying i 
inflammation is reduced with a low-dosage corticosteroid. | | 
Now you can restore comfortable motion safely, mH 
surely with DELENAR in rheumatoid arthritis / 
traumatic arthritis /early osteoarthritis / 
rheumatoid spondylitis / fibrositis / myositis / 
bursitis / tenosynovitis. 


Formula: 
Orphenadrine HC! 15 mg......Proved muscle relaxant to relax spasm a 
Aluminum Aspirin 375 mg.....Fast analgesic relief of motion-stopping pain a 
Dexamethasone* 0.15 mg......Low-dosage anti-inflammatory steroid 


For complete details, consult latest Schering literature available f 

from your Schering Representative or Medical Services Department, = : 
Schering Corporation, Bloomfield, New Jersey. *OERONL® NSE 
Bibliography: 
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Publisher’s Memo 


“My boys will listen to almost anybody—the fireman, 
Scoutmaster or the family doctor—before they will listen 
to me about what they should do when they grow up,”’ the 
head of a major pharmaceutical house wrote us recently. 
This respected businessman was recounting a natural 
phenomenon of 20th Century America. It only told us 
that his boys are normal and healthy (mine operates the 
same way). 

Our correspondent injected this half-humorous, half- 
resigned plaint into a letter affirming the Academy’s 
Project MORE which opened this month with test studies 
in Binghamton, N.Y., and Omaha, Neb. As you will read 
later in this issue (see Special Feature, p. 173), Project 
MORE, when it is put into national use early next year, 
will be the first coordinated, continuing, doctor-operated, 
physician recruitment program ever conducted on a na- 
tional scale. It is designed to do two things: stimulate the 
interest of youth in the career of medicine, and stimulate 
and provide the tools to the nation’s family doctors to 
engage actively in recruiting new medical students. Its 
ultimate goals are to put new emphasis upon the vital role 
of the family doctor and to help overcome the serious 
shortage of physicians who take care of sick people. 

The plaint voiced by our pharmaceutical house friend is 
a fact of life of which Project MORE will take full advan- 
tage. The family physician will be the communications 
medium through which the medical profession will speak 
to the youth of the nation, giving boys and girls facts and 
figures about medical education and a true picture of the 
life of the free, private physician in family practice— 
obverse and reverse. Beyond this, students will have an 
opportunity to hear, see and feel the life of a doctor by 
going with a family physician to his office, on hospital 
rounds and home with him for a glimpse of his leisure life. 
For the kids, Project MORE will take the family physician 
out of his somewhat distant, professional context, and 
make of him a living, breathing human being. 

In essence, Project MORE is person-to-person com- 
munication. It is this identification of one human being 
with another that makes a boy want to be a fireman when 
he tours the firehouse with a courageous firefighter, or do 
whatever the Scoutmaster might because he is a comrade to 
be looked up to and admired. 

The project is working now in two test cities. With 
the master plan evolved from our experiences there, and 
the same spirit our task forces are displaying there, Project 
MORE wili work everywhere. It is a major step toward 
solution of the family doctor shortage, and we are proud 
that the Academy is offering it to the American people as a 
tangible expression of its responsibility to them. 

—M.F.C. 
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when anxiety and tension 


aggravate pain 


TABLETS 


EQUANIL® (Meprobamate, Wyeth) and ZACTIRIN® 
(Ethoheptazine Citrate with Acetylsalicylic Acid, Wyeth) 


Relieves pain, relaxes mind and muscle 


e analgesic action to relieve pain 
e calming action to relieve anxiety 


e muscle-relaxant action to relieve spasm and tension 


EQUAGESIC RELIEVES PAIN AND ANXIETY 


For your patients suffering pain accompanied by 
anxiety and tension, EguacEsic provides gratify- 
ing relief. Potent, non-narcotic analgesia is pro- 
vided by a combination of the potent analgesic, 
ethoheptazine citrate, with time-proved aspirin. 
The muscle-relaxant and anti-anxiety effects of 
meprobamate, coupled with the analgesic agents 
provide analgesia in depth. 


These effective agents relieve the painful anxiety 
and tension of patients suffering from strains, 
sprains, muscle tension and other musculo- 
skeletal conditions. The comforting pain relief 
afforded by Eguacgsic is rarely hampered by 
side effects.!” 


Satisfactory Pain Relief in 97% of patients with 
painful musculoskeletal conditions. In a study' of 
106 patients suffering musculoskeletal pain 
associated with anxiety and muscle spasm, 
Eguacgsic “. . . was extraordinarily effective, 
satisfactory results being obtained in 97% of the 
patients treated.”” Equacesic provided effective 
pain relief for these conditions: 


osteoarthritis e bursitis e low back syndrome 
tenosynovitis e whiplash injuries e fractures of 
small bones e tension headache 


Gratifying Pain Relief in 74% of patients with painful 
ligament sprains. In a study? of 104 ambulatory 
cases of acute cervical or lumbar muscle liga- 
ment sprain treated with Equacgsic, “‘. . . con- 
trol of acute pain was obtained in 74% of the 
cases.” The conditions treated occurred in 
typical office patients with pain following injuries 
to the cervical and/or lumbar spine. The author 
concluded “‘. .. Eguacgsic (Wyeth) is a satisfac- 
tory and useful additional tool in the care of the 
acute injuries due to muscle ligament sprain. . . .” 


1. Splitter, S.R.: Current Therapeutic Research 2:169 
(June) 1960. 2. Harsha, W.N.: J. Okla. State Med. 
Assoc. 54:12 (Jan.) 1961. 


For further information on limitations, adminis- 
tration and prescribing of Eguacgsic, see descrip- 
tive literature or current Direction 


Circular. 
Wieth 
Wyeth Laboratories+ Philadelphia! , Pa. 
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A CORNERSTONE, OF 


The Dictionary defines a cornerstone as something of 


fundamental importance, just as Pil. Digitalis, (Davies, Rose) 
and Tablets Quinidine Sulfate Natural (Davies, Rose) are of 


fundamental importance in treating your cardiac patients. These 


preparations represent 60 years of experience and dependability 


in the manufacture of pharmaceuticals. 


Pil. Digitalis (Davies, Rose), 0.1 Gram (approx. 11% grains) 
which comprise the entire properties of the leaf, provide a 
dependable and effective means of digitalizing the cardiac 


patient, and of maintaining the necessary saturation. 4 


Tablets Quinidine Sulfate Natural, 0.2 Gram (approx. 3 grains) 
are alkaloidally assayed and standardized, insuring uniformity 
and therapeutic dependability. Each tablet is scored for the 


convenient administration of half dosages. 
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Davies, Rose & Company, Limited - Boston 18, Mass. 
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EXECUTIVE DIRECTOR’S 


Newsletter 


NOVEMBER, 1961 


SIGNIFICANT EVENTS 


Myers New ACS 
Hatchet Man 


Calls Kennedy 


Bill a “Hoax” 


Tax Status Bill 
Merits Attention 


> Taking up where Dr. Paul Hawley left off, Dr. Robert S. 
Myers, chief hatchet man for the American College of Sur- 
geons, recently said that about half of all surgery done in 
American hospitals is done by "unqualified" doctors. Myers, 


executive assistant director of the ACS, used the college's 
rather narrow definition of "qualified" (a physician is 
"qualified" if and when the ACS decides he's qualified). 


Addressing the National Association of Science Writers in 
Chicago, Myers added that fee-splitting is still a large 


black mark on medicine's escutcheon. He failed to point 
out that many ACS members must then be coconspirators. 


Thus the college, through Myers, has again contended that 


it, and not the AMA, should dictate policies affecting all 
of organized medicine. Myers called a recent AMA statement 


(endorsing the referring physician:as a surgical assistant) 
"an unfortunate retreat." 
Myers should be severely censured for his ill-considered 


public utterance and for his efforts to usurp the preroga— 
tives of the AMA. One reaction to the Myers mouthing came 


from a past AAGP president who said, "Apparently we still 
have more surgeons than surgery." 


> Addressing the New York State Medical Society, Sen. 
Robert S. Kerr (D-Okla.) recently termed President Kennedy's 


health care bill a "hoax." Senator Kerr, cosponsor of the 
Kerr-—Mills plan, added that the King-—Anderson bill is full 
of "glittering promises," does not provide help for "those 
who need it most." 


Pointing out that the Administration bill denies help to 
aged persons outside the social security circle, Kerr termed 
this provision a blow to "human dignity." Kerr urged physi- 


cians to actively oppose Kennedy's national compulsory 
health insurance plan. 


> Little attention has been paid to HR 8097, a bill that 
would void the tax-exempt status of any hospital or teach— 
ing institution that denies privileges to physicians not 


affiliated with a professional society. The bill, intro-— 
duced by Rep. Emanuel Celler (D-N.Y.), has profound 


implications. Representative Celler is Senator Kefauver's 
junior partner in their antipharmaceutical industry 
campaign. 
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Executive Director's 
Newsletter 


Javits Announces 
Compromise Plan 


Illusion Plagues 
British Plan 


General Practice 
Appeal Increases 


> Sen. Jacob K. Javits (R-N.Y.) has come up with his own 
three—pronged health insurance plan. Described elsewhere 


as a "compromise" plan, the Senator believes it is the only 

one than can muster enough votes to pass in 1962. The wraps 
came off the Javits plan during a three-day conference spon— 
sored by Group Health Insurance, Inc. 


Without going into detail here, the plan lets any person 


over age 65 choose one of three options. Two involve 
direct federal health care subsidies, the third lets Uncle 


Sam reimburse individuals who pay voluntary health insurance 
premiums. 
The Javits plan is of course financed largely by social 
ecurity tax increases—plus additional needed dollars fr 
general revenue. The price tag: $1.2 billion per year. 


> A British economist and his wife have wisely concluded 
that Britain's National Health Service failed to consider 


the ubiquitous law of supply and demand. Prof. and Mrs. 
John Jewkes conclude that "free" medical care instantly 


increases the demand for medical services but does not and 
cannot increase the number of available physicians. The 
result: A perpetual shortage of physicians and progressively 
higher taxes. 

In the October issue of Fortune, Professor and Mrs. Jewkes 
state that if the British people expected "miracles" to 
result from "administrative changes...they were the victims 


of illusion." The Jewkes study, financed by Alfred P. 
Sloan, Jr., also points to a renewed interest in voluntary 
health insurance (coverage up 180 per cent in the last six 
years). The British people apparently realize that social-— 
ized medicine is not a health care panacea. 


> The University of Michigan Medical School recently re-— 


ported that the "trend in favor of general practice is con- 
tinuing." Medical School Dean William N. Hubbard reports 


that prior to 1915, 48 per cent of Michigan graduates en-— 
tered general practice. From 1915 to 1949, the percentage 
ranged between 20-24 per cent. Since 1950, it climbed back 
to 30 per cent. Dean Hubbard adds that these are the latest 
meaningful figures (it takes six years to determine which 
path a young physician finally selected). —M.F.C. 


PLAN NOW TO ATTEND THE ACADEMY'S 14TH ANNUAL SCIENTIFIC 
ASSEMBLY, APRIL 9-12, IN THE LAS VEGAS CONVENTION CENTER. 
A HOTEL RESERVATION FORM APPEARS ON PAGE 278. 
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® 
to soothe .. .| . Taloin’s highly refined animal tal- 
low helps replace lost skin oils, softens . . . its silicones form a protective 
barrier between skin and wet diaper 


to promote healing... mildly 


astringent zinc oxide and calamine comfort while they aid healing. . . 
and Taloin is buffered for normal skin pH 


to prevent. . . methylbenzethonium chloride 
kills rash-causing bacteria, which produce ammonia that is harmful to 
natural skin oils. 


and, unlike liquids, powders, creams, Taloin 
won't rub off easily, affords lasting protection 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS OHIO 
Dallas Chattanooga Los Angeles Portland 
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infancy 


A STEADILY DIMINISHING RESERVE 


When blood formation is resumed at 2 to 3 months of life, ‘‘the iron reserve again is 
utilized and supplies the needs for blood formation until age 6 months when stores 
again are exhausted. In absence of exogenous iron, a second fall in hemoglobin mass 
will occur as demands for tissue iron continue with growth.’” 


CHANGES IN IRON COMPARTMENTS OF THE AVERAGE TERM INFANT DURING THE FIRST YEAR? 


ony @ storage 
» Ton 


i 
age — months 


“Iron deficiency . . . may occur during later infancy, even if the diet seems fairly 
adequate. . . . Even babies with excellent diets and adequate hemoglobin concen- 
tration show many indices of iron depletion.’’* 


IRON DEPLETION PREVENTED 
WITH SOLID FOODS AND 


® 12 mg of ferrous 
LAC WITH 
of feeding 


Feeding the usual diet of solid foods and Similac With lron assures a total iron intake 
of at least 1.5 mg/kg body weight daily. This is the level recommended? for meeting 
current growth needs during the first year and for providing stores to prevent the 
common second-year depletion. 


A group of infants fed Similac With Iron did not develop iron deficiency.* Among 74 
healthy term infants and 42 prematures fed Similac With Iron and two control feed- 
ings, it was found that: 


“The infants fed... [Similac With Iron] had higher values for hemoglobin, hematocrit 
and serum iron after 3 to 344 months of age, and these values continued to be 
significantly higher during the 9-month period of observation.’’* 


1. Schulman, 1.: J.A.M.A. 
175:118 (Jan. 14) 1961. 


by 4 months of age 2. American Academy of 
i 
or by 14 pounds in weight 2.725 
(Oct.) 1960. 3. Marsh, A. K., 
ROSS LABORATORIES, Columbus 16, Ohio et al.: Pediatrics 24:404 
(Sept.) 1959. 
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A Chicago urologist is trying to organize liberal 
doctors in Illinois to oppose what he terms the 
“reactionary right-wing opinion” of organized 
medicine. The proposed group will try to take the 
leadership of organized medicine from “older 
people who are against change and are conserva- 
tive.” 


Ten thousand people will 
will be hurt this year on 
golf courses, the Na- 
tional Golf Foundation 
predicts. Rocketing 
balls and swinging clubs 
will cause 93 per cent of 
the injuries, heat pros- 
tration and lightning 
will account for 7 per 
cent. 


American Express credit card holders can now use 
the cards to cash personal checks, obtain emer- 
gency cash or traveler’s checks. Personal checks 
will be cashed in amounts up to $250, but only 
$50 will be paid in cash—the rest will be in 
traveler’s checks. 


The average family spent $36.64 for prescriptions 
last year, according to an American Druggist sur- 
vey. The average prescription price was $3.22. 


For frustrated musicians 
who want to sing with 
a full orchestra or play 
with a jazz combo: Mu- 
sic Minus One. These 
records are of well- 
known classical and 
popular music, but a 
voice or a single instru- 
ment is purposely omit- 
ted so that you can “‘fill 


” 


in 
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Tax Foundations, Inc., an organization which 
keeps tabs on how much government extracts 
from citizens and what it does with the money, 
recently reported that the per capita tax burden 
for support of federal, state and local govern- 
ments increased from $109 in 1940 to $715 in 
1960. 


Sixteen countries have told our government that 
they’ll withdraw their medical graduates intern- 
ing in the U.S. under the student exchange pro- 
gram unless hospitals here stop giving them more 
dirty work to do than training. 


Ronson is making a new gas-powered table lighter 
which will light three years on a single filling of 
butane gas. The models will be priced from $14.95 
to $17.50. 


For $39.95, you can get 

a device that tells you PS 
when you’re in a radar 

trap. The transistorized 
detector (about the size 
of a cigarette package) 
will “automatically pick 
up any radar transmis- (Ng 
sion,” according to its IN 
maker, Gepco Manufac- 9/0") 
turing Co., Summit, 


Plough, Inc., long a proprietary drug manufac- 
turer, has formed a wholly-owned subsidiary to 
operate as an ethical pharmaceutical division. 
The first products of the new company are tab- 
lets for prevention and alleviation of gas dis- 
comfort. 


For drooping office plants: “‘Dirtless” dirt, made 
from plastic foam. Marketed by a Mississippi 
company, the “dirt”? supposedly makes indoor 
plants grow three times as fast as they do in real 
soil, comes in 59-cent and 98-cent packages. 
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irritable 
tract 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 


anxiety and tension with minimal side effects. 


AVAILABLE IN TWO POTENCIES 


MILPATH-400—Yellow, scored tablets of 400 mg. Miltown 
(meprobamate) and 25 mg. tridihexethyl chloride. 

Bottle of 50. 

Dosage: 1 tablet t.i.d. at mealtime and 2 at bedtime. 


MILPATH-200—Yellow, coated tablets of 200 mg. Miltown 
(meprobamate) and 25 mg. tridihexethy] chloride. 

Bottle of 50. 

Dosage: | or 2 tablets t.i.d. at mealtime and 2 at bedtime. 


Milpath 


®Miltown + anticholinergic 


(i) WALLACE LABORATORIES Cranbury, N. J. 


Quantum Sufficit 


A new mixer for Scotch 
will soon appear. Known 
as Scotch Water, it is 
nothing more than cans 
of the same kind of wa- 
ter used in making the 
whiskey. 


If you haven’t received an expected refund on 
your 1960 federal income taxes (or a letter of ex- 
planation on the delay), the Internal Revenue 
Service says you should contact your local IRS 
office. Keep in mind that the government pays 6 
per cent interest for properly filed returns on 
which it fails to mail refunds within 45 days after 
the filing deadline. 


New York State’s lawyers and physicians have 
taken a new step toward avoiding the discord that 
sometimes arises when doctors are called as ex- 
pert witnesses. A revised guide to courtroom 
conduct—including a list of “don’ts’ for both 
lawyers and physicians—has been published 
jointly by the state bar association and medical 
society. 


The new housing bill has liberalized FHA home 
improvement loans. Under it, FHA can finance 
improvements that enhance the basic livability 
of a house (additional bathrooms, bedrooms). 
Minimum insurable loan generally is $2,500 with 
a $10,000 maximum. However, the new loans 
may not increase the over-all indebtedness to 
more than the $25,000 FHA limit. 


New target gadget for 
shooters: A beer can 
launcher that fires emp- 
ty cans 100 feet in the 
air for wing shooting. 
Available at Abercrom- 
bie & Fitch, New York, 
for $23.50. 
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For the handyman: The Bureau of Reclamation’s 
Paint Manual, an illustrated booklet with infor- 
mation on all kinds of protective coatings and 
materials to which they can be applied. Available 
from the Government Printing Office for $1.75. 


Theaverage physician’s earnings have been running 
at about $17,300 after expenses, according to the 
Internal Revenue Service. The total net income 
of all doctors is $2,233,257,000. The figures are 
based on an analysis of 128,695 income tax re- 
turns filed between July, 1958, and June, 1959. 


The Genie Products Co. 
of Cleveland has re- 
ceived a patent for anti- 
hypnotic equipment to 
keep drivers alert on 
long, high-speed trips 
on straight highways. 
Attached to the window 
at eye-level, the device 
counteracts the monot- 
ony of roadway sights 
by fluttering in the wind, 
rapping a rubber knock- 
er against the pane in 
irregular, unpredictable 
patterns. 


Patented “idea car” from Chrysler: A station 
wagon that opens at the sides, back and on top. 
It has four side doors, an extra back door, sliding 
roof panels and three seats. The forward side 
doors are hinged at the front, the rear side doors 
at the back. Although made up in experimental 
form, there are no immediate production plans. 


The net asset value per share of the mutual fund in 
the AAGP Group Retirement Plan was $4.76 at 
the close of the business day, October 17. 
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POLYTHIAZIDE 


a more clinically useful diuretic/antihypertensive 


IN BRIEF 

RENESE (polythiazide) is a new, highly potent, orally effec- 
tive, nonmercurial diuretic, saluretic, and antihypertensive 
agent with a high therapeutic index, low order of toxicity, 
and an intrinsically prolonged duration of action which en- 
hances the excretion of sodium and chloride by the renal 
tubules. 


INDICATIONS: RENESE is indicated for the treatment of 
hypertension and edema. It has been found useful in con- 
gestive heart failure, fluid retention of pregnancy, premen- 
strual tension, obesity (where fluid retention is present), 
renal edema, cirrhosis, drug-induced edema, and toxemia of 
pregnancy. 


ADMINISTRATION AND DOSAGE: Initial dose: Depend- 
ing on the severity of the conditions, initial doses of 
RENESE may range from 1 mg. to 4 mg. daily (refractory 
cases may require as much as 12 mg. daily). Maintenance 
dose: Usual effective maintenance doses range from 1 mg. to 
4 mg. daily, depending on the severity of the cases. Some 
patients have responded to 1 mg. every other day (0.5 mg. 
daily). 


SIDE EFFECTS AND PRECAUTIONS: Since all diuretic 
agents may reduce serum levels of sodium, chloride, and po- 


tassium, patients on RENESE should be observed regularly 
for early signs of fluid or electrolyte imbalance. Caution must 
be exercised during digitalis administration to prevent hypo- 
kalemia since patients are then more sensitive to the develop- 
ment of digitalis toxicity. During RENESE therapy of 
edema in patients with chronic renal disease, routine pre- 
cautions should be taken against renal failure as indicated 
by an increasing blood urea nitrogen. Like other thiazide 
diuretics, RENESE may cause a rise in serum uric acid 
levels and should therefore be used with caution in patients 
with gout. Should overt manifestations of gout appear, the 
concomitant use of uricosuric agents may be effective in re- 
lieving the symptoms. Side effects with RENESE, such as 
nausea, vertigo, weakness, and fatigue are infrequent and 
seldom require cessation of therapy. Most of these reactions 
may be overcome by reducing the dose of RENESE or by 
taking measures to improve any electrolyte imbalance. Mild 
maculopapular skin rash has been rarely reported. Extra 
precautions may be necessary in patients who may require 
norepinephrine, or curare or its derivatives. 

SUPPLIED: RENESE is available as 1 mg., white, scored 
tablets in bottles of 30; 2 mg., yellow, scored tablets in bot- 
tles of 30; 4 mg., white, scored tablets in bottles of 30. 


More detailed professional information available on request. 
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DIURETIC/ANTIHYPERTENSIVE 
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“foremost flexibility”_ The clinical effectiveness and favorable 


sodium/ potassium ratio of RENESE at 0.5 mg. and at 16 times that dose (8 mg.) may make 
thiazide therapy available to patients previously excluded either by intolerance at the lowest 
available doses of other agents or by lack of response at their highest effective doses. The 
availability of RENESE in 1 mg., 2 mg., and 4 mg. scored tablets provides a dosage form for 
each and every patient — mild, moderate or severe. 


Science for the world’s well-being® 


PFIZER LABORATORIES Division, 
Chas. Pfizer & Co., Inc. New York 17, New York 
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In a series of 24 handicapped arthritics 
treated with dexamethasone for 8 to 16 
months, ring size decreased consistently — 
objective evidence of antirheumatic effects 
which were maintained throughout the 
entire period of observation. Improvement 
was also noted in other antirheumatic 
. indices, i. e., pain on motion, tenderness, 
swelling and morning stiffness.' 


Supplied: as 0.75 mg. and 0.5 mg. scored, pentag p 
in bottles of 100. Also available as Injection DECADRON Phos- 
phate and new Elixir DECADRON. Additional information on 
DECADRON is available to physicians on request. DECADRON 
is a trademark of Merck & Co., Inc. 
Reference: 1. Bunim, J. J., in Hollander, J. L.: Arthritis and Allied 
Conditions, ed. 6, Philadelphia, Lea & Febiger, 1960, p. 364. 
MERCK SHARP & DOHME 
Division of Merck & Co., INC., West Point, Pa. 


Dexamethasone 
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National Officers 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


Officers 
President, FLOYD C. BRATT, M.D. 

833 South Ave., Rochester, N.Y. 
President-elect, JAMES D. MURPHY, M.D. 
1556 W. Magnolia, Ft. Worth, Tex. 
Vice President, PAUL S. READ, M.D. 

2415 Fort St., Omaha, Neb. 


Chairman of the Board of Directors, JULIUS MICHAELSON, M.D. 


Foley, Ala. 


Treasurer, ALBERT E. RITT, M.D. 
1562 University Ave., St. Paul, Minn. 


Executive Director and General Counsel, Mac F. CAHAL, J.D. 


Volker Blvd. at Brookside, Kansas City, Mo. 


Speaker of the Congress of Delegates, 
CARROLL L. WITTEN, M.D. 
2287 Taylorsville Rd., Louisville, Ky. 


Vice Speaker of the Congress of Delegates, 
LEwis W. CELLIO, M.D. 
1269 Grandview Ave., Columbus, Ohio 


Directors 


Terms to Expire 1962: 


JOHN O. MILLIGAN, M.D. 
1120 Boylston Ave., Seattle, Wash. 


DANIEL M. ROGERS, M.D. 
2 Cherry St., Wenham, Mass. 


HERBERT W. SALTER, M.D. 
4900 Euclid Ave., Cleveland, Ohio 


Terms to Expire 1968: 


DONALD H. Kast, M.D. 
Bankers Trust Bldg., Des Moines, Ia. 


JuLIus MICHAELSON, M.D. 
Foley, Ala. 


WALTER W. SACKETT, JR., M.D. 
2500 Coral Way, Miami, Fla. 
Terms to Expire 1964: 
HERMAN E. DRILL, M.D. 
23 9th Ave., S., Hopkins, Minn. 


LELAND S. EVANS, M.D. 
217 W. Court Ave., Las Cruces, N.M. 


Amos N. JOHNSON, M.D. 
Garland, N.C. 


JOHN G. WALSH, M.D., ex officio 
2901 Capitol Ave., Sacramento, Calif. 
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5) and Kditorial 
Advisory Board 


Editorial Advisory Board 


Allergy: Frederick R. Brown, M.D., New York, N.Y.; Harry 
L. Rogers, M.D., Philadelphia, Pa. 


Anesthesiology: John Adriani, M.D., New Orleans, La.; 
Henry Wood Elliott, M.p., San Francisco, Calif.; LeRoy 
D. Vandam, M.D., Boston, Mass. 

Aviation Medicine: Robert J. Benford, M.D., Washington, 
D.C.; Otis B. Schreuder, M.D., Jamaica, N.Y. 

Cardiac and Vascular Surgery: Denton A. Cooley, M.D., 
Houston, Tex.; Dwight E. Harken, m.D., Boston, Mass.; 
Charles A. Hufnagel, M.D., Washington, D.C.; Gerald H. 
Pratt, M.D., New York, N.Y.; Paul C. Samson, M.p., 
Oakland, Calif. 


Cardiovascular Disease: Eugenie A. F. Doyle, m.p., New 
York, N.Y.; J. Willis Hurst, m.p., Atlanta, Ga.; Fay 
A. LeFevre, M.D., Cleveland, Ohio; Arthur Master, M.D., 
New York, N.Y.; O. Alan Rose, M.D., New York, N.Y. 


Chemotherapy, Antibiotics and Infectious Diseases: Harry 
F. Dowling, M.D., Chicago, Ill.; Wesley Spink, m.p., 
Minneapolis, Minn. 


Colon and Rectal Diseases: George H. Thiele, M.p., Kansas 
City, Mo. 

Dermatology: Leon Goldman, M.D., Cincinnati, Ohio; 
Richard L. Sutton, Jr., M.D., Kansas City, Mo. 

Diseases of the Chest: Jules B. Comroe, M.D., San Francisco, 
Calif.; Seymour Farber, M.D., San Francisco, Calif.; 
G. A. Laurenzi, M.D., Jersey City, N.J.; Maurice §. 
Segal, M.D., Boston, Mass.; Julius Wilson, M.p., New 
York, N.Y. 


Endocrinology: E. H. Hashinger, M.D., La Jolla, Calif.; 
Herbert S. Kupperman, M.D., New York, N.Y.; Edward 
H. Rynearson, M.D., Rochester, Minn. 


Endoscopy: Edward B. Benedict, M.D., Boston, Mass. 


Gastroenterology: Franz J. Ingelfinger, M.D., Boston, 
Mass.; Hirsch R. Liebowitz, M.p., New York, N.Y.; Lt. 
Col. Eddy D. Palmer, mc, Ft. Sam Houston, Tex. 


General Medicine: Robert J. Gilston, M.D., Amsterdam, 
N.Y.; Hugh Hussey, M.D., Washington, D.C.; Harold 
Jeghers, M.D., Jersey City, N.J.; John Llewellyn, m.p., 
Louisville, Ky.; John P. Merrill, M.p., Boston, Mass.; 
William D. Paul, M.D., Iowa City, Ia. 

General Surgery: L. Kraeer Ferguson, M.D., Philadelphia, 
Pa.; John H. Mulholland, M.p., New York, N.Y.; Victor 
Richards, M.D., San Francisco, Calif.; Philip Thorek, 
M.D., Chicago, Ill.; Richard Varco, M.D., Minneapolis, 
Minn. 
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Each PHENAPHEN capsule contains: 


Acetylsalicylic acid (2% gr.)...... 162 mg. 
Phenacetin (3 gr.) 194 mg. 
Phenobarbital (% gr.)............ .... 16.2 mg. 


Hyoscyamine sulfate .... 


2 te ay G. B.: Ind. Med. & Surg. 26:3, 1957. 2. Murray, 
R. J.: N. Y St. J. Med. 53:1867, 1953. 


sedative- 
enhanced 
analgesia 


e More satisfactory than “the usual analgesic compounds” for relieving pain and anxiety.* 
e More effective than a standard A.P.C. preparation for relief of moderate to severe pain.” 


Also available: 

PHENAPHEN with CODEINE PHOSPHATE 
Y% GR. (16.2 mg.) Phenaphen No. 2 

PHENAPHEN with CODEINE PHOSPHATE 
Y% GR. (32.4 mg.) Phenaphen No. 3 

PHENAPHEN with CODEINE PHOSPHATE 
1 GR. (64.8 mg.) Phenaphen No. 4 

Bottles of 100 and 500 capsules. 


A. H. ROBINS Co., INC., RICHMOND 20, VIRGINIA ~. 
Making today’s medicines with integrity. ..seeking tomorrow’s with persistence. 


— 
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Editorial Advisory Board 


Hematology: William Dameshek, M.D., Boston, Mass.; 
William J. Harrington, m.p., St. Louis, Mo.; Samuel Mc- 
Ilvanie, M.D., Spokane, Wash.; Paul Reznikoff, M.D., New 
York, N.Y. 


Industrial Medicine: W. B. Hildebrand, M.D., Menasha, 
Wis.; Rutherford T. Johnstone, m.p., Los Angeles, Calif. ; 
Earl F. Lutz, M.D., Detroit, Mich. 


Military Medicine and Civil Defense: W. Randolph Love- 
lace, II, M.p., Albuquerque, N.M. 


Neurology and Neurologic Surgery : Bernard J. Alpers, M.D., 
Philadelphia, Pa.; George Hyslop, M.D., New York, N.Y.; 
James L. O’Leary, M.D., St. Louis, Mo. 


Nutrition: W. H. Sebrell, Jr., M.D., Manhasset, N.Y. 


Obstetrics and Gynecology: Allan C. Barnes, M.D., Balti- 
more, Md.; Conrad G. Collins, M.D., New Orleans, La.; 
E. C. Hamblen, m.D., Durham, N.C.; Ernest W. Page, 
M.D., San Francisco, Calif. 


Ophthalmology: Arthur H. Keeney, M.D., Louisville, Ky.; 
Derrick T. Vail, M.D., Chicago, Ill. 


Oral and Plastic Surgery: Truman Blocker, Jr., M.p., Gal- 
veston, Tex.; Paul W. Greeley, M.D., Chicago, II. 


Orthopedic and Traumatic Surgery: Edward L. Compere, 
M.D., Chicago, Ill.; Rettig A. Griswold, M.D., Louisville, 
Ky. 


Otolaryngology: Dean M. Lierle, M.D., Iowa City, Ia. 


Pathology and Laboratory Medicine: Milton Helpern, m.p., 
New York, N.Y.; William Ober, m.p., New York, N.Y.; 
Douglas Sprunt, M.D., Memphis, Tenn. 


Pediatrics: Robert A. Aldrich, M.D., Seattle, Wash.; Harry 
Bakwin, M.D., New York, N.Y.; James L. Dennis, M.pD., 
Oakland, Calif.; James Hughes, M.D., Memphis, Tenn.; 
Harry Shirkey, M.D., Birmingham, Ala. 


Pharmacology and Drug Evaluation: Arthur Grollman, 
M.D., Dallas, Tex.; John C. Krantz, Jr., PH.D., Baltimore, 
Md. 


Physical Medicine and Rehabilitation: Howard A. Rusk, 
M.D., New York, N.Y. 


Preventive Medicine, Public Health and Statistics: Odin 
Anderson, PH.D., New York, N.Y.; Leroy E. Burney, 
M.D., Philadelphia, Pa. 


Psychiatry: O. Spurgeon English, M.D., Philadelphia, Pa.; 
Ian Stevenson, M.D., Charlottesville, Va.; Stewart Wolf, 
M.D., Oklahoma City, Okla. 
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Radiology and Isotope Medicine: Earl E. Barth, M.D., 
Chicago, IIl.; Sol Berson, M.D., New York, N.Y.; E. P. 
Pendergrass, M.D., Philadelphia, Pa. 


Rheumatic Disorders and Arthritis: Philip S. Hench, m.p., 
Rochester, Minn.; W. Paul Holbrook, M.D., Tucson, 
Ariz.; John W. Sigler, M.D., Detroit, Mich. 


Tropical Medicine: William A. Sodeman, M.D., Phila- 
delphia, Pa. 


Urology : John W. Draper, M.D., New York, N.Y.; Laurence 
F. Greene, M.D., Rochester, Minn.; Robert Lich, M.D., 
Louisville, Ky. 


Can we 
measure the 
patient’s 
comfort? 


Not objectively, as body 
weight can be measured 

on a scale. 

| The higher level of relief 
reported with this new 
corticosteroid is a subjective 
thing that must be seen, by 
you, in your own patients. 


| Alphadrol" 
Upjohn | 


See page 77 for description, 
indications, dosage, precautions, 
side effects, and how supplied. 


The Upjohn Company, Kalamazoo, Michigan 
COPYRIGHT 1961, THE UPJOHN COMPANY AUGUST, 1963 
@TRADEMARK, REG. U. S. PAT. OFF.— 
FLUPREDNISOLONE, UPJOHN 
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during pregnancy..7 
throughout lactation 


Natabec’ 
Kapseats’ 


Prenatal vitamin-mineral formula 


Prescribed as a prenatal 

supplement, NATABEC provides 10 

vitamins with calcium and iron plus 

intrinsic factor concentrate and 

rutin. These easy-to-swallow Kapseals 
compensate for the increased demands 

of pregnancy and lactation... help to promote 
better health for both mother and child. 

Each NATABEC Kapseal contains: Calcium 
carbonate—600 mg.; Ferrous sulfate—150 mg.; 
Vitamin A (1.2 mg.)—4000 units; Vitamin D 
(10 mcg.)—400 units; Vitamin B, 

(thiamine) mononitrate—3 mg.; Vitamin B, 
(riboflavin)—2 mg.; Vitamin (crystalline)— 
2 mcg.; Folic acid—0.25 mg.; Synkamin® (as the 
hydrochloride)—0.5 mg.; Rutin—10 mg.; Nicotinamide 
(niacinamide)—10 mg.; Vitamin B, (pyridoxine 
hydrochloride)—3 mg.; Vitamin C (ascorbic acid)— 
50 mg,; Intrinsic factor concentrate—5 mg. 
Dosage: One Kapseal. daily or as directed by the 
physician. Supplied: NATABEC Kapseals are 
available in bottles of 100 and 1,000. sores, 


| PARKE-DAVIS | 


PARKE, DAVIS 4 COMPANY, Detrod 32. Michigan 


te my 

mom 

took 
Natabec... 
so we're 
both 


doing 


— 
; 
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Letters from Our Readers 


Yours Truly 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department wili be preserved upon request. 


Some Resistance 


Dear Sirs: 

I never thought that I would have the temerity to 
disagree with the august but anonymous authorities 
who write answers to questions submitted to GP and 
JAMA by us puzzled practitioners. But here Iam... 

While in Indonesia with Project Hope and visiting 
different ports, more than once we discussed the prob- 
lem of antibiotic resistance. This is particularly 
critical in a country where sulfa, penicillin and di- 
hydrostreptomysin are the only chemotherapeutic 
agents generally available. 

In Information Please (p. 125) of the May GP, the 
respondent states, in regard to penicillin and gono- 
cocci, “If resistance does occur, it must be very rare.” 

I would like to urge him to communicate with VD 
clinics and bacteriology laboratories from Southeast 
Asia countries. 

I will be most interested if he can still make this 
statement. 

M. A. GLOVER, M.D. 
Kaneohe, Oahu, Hawaii 


Dear Sirs: 

On page 125 of the May GP, you gave the opinion 
that gonorrhea is not penicillin resistant and that 
600,000 units of procaine penicillin G are sufficient 
to stop the course of the disease. This opinion, al- 
though widespread in literature, is in my experience 
quite erroneous and probably greatly contributes to 
the failure rate. 

A recent case seen in our hospital tends to prove 
this point. The case was an airman who had ap- 
parently contacted the Oriental form of the Neisseria 
organism approximately three months prior to re- 
porting to us for treatment. His symptoms consisted 
of an excessive urethral discharge and moderate 
tenderness in the scrotum. The examination dis- 
closed that he had a mild epididymitis and prostatitis 
and a rather marked urethritis. A gram smear of the 
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urethral discharge was positive for Gram-negative 
intracellular diplococcus. 

Because of our previous experience in treating the 
strain of gonorrhea from the Orient, we were suspi- 
cious of resistance. He was given 1 million units of 
procaine penicillin G plus 250 mg. of erythromycin 
four times a day. A culture was taken the first day. 
It was smeared on blood agar and incubated aero- 
bically to check for other contributory organisms. 
Much to our surprise, a pure colony of Neisseria 
gonorrhea grew out in 24 hours. Even more unusual 
was the fact that the colonies showed complete 
resistance to the penicillin sensitivity disks. One 
colony grew up over the edge of the penicillin disk 
itself. The organism was most sensitive to Furadan- 
tin® and Chloromycetin®, and only slightly sensitive 
to erythromycin. 

The patient failed to respond to penicillin and 
after approximately 48 hours, he was switched to 
Chloromycetin. On this medication, he rapidly be- 
came afebrile and his symptoms improved signifi- 
cantly. Subsequently, he has had an orchidectomy 
because of gonorrheal epididymitis with abscess 
formation. It is also interesting that the patient 
subsequently developed a penicillin allergy, perhaps 
because of our vigorous treatment. 

This has not been the first time that we have had 
such experience with apparently resistant gonorrheal 
organisms. Public health practices in Japan and cer- 
tain other areas are such that inadequate treatment 
and follow-up are given to exposed individuals. Al- 
though not normally recommended, an aerobic cul- 
ture may be of value. In the future, when history 
presents a contact with possible Oriental strains of 
the Neisseria species, I plan to take an aerobic cul- 
ture as was done in this case. I will not be surprised 
to see Neisseria colonies resistant to the penicillin 
sensitivity disk, as was seen in this case. 

Capt. LYLE H. NELson, USAF, MC 
K. I. Sawyer Air Force Base 
Michigan 
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The Milibis® vaginal supposito 
is soft and pliant as a tampon. It offers 

proved therapeutic action* in an exception 
vehicle. The suppository is clean, odorless ari 

non-staining. The course of treatment of vaginiti 

(trichomonal, bacterial and monilial) with Milibis is sho 

—only 10 suppositories in most cases. Milibis® vaginal suppositorie 
are supplied in boxes of 10 with applicatcr 


(|, LABORATORIES 
New York 18, N.Y. 


*97 per cent effective in a study of 564 cases; 
94 per cent effective in a study of 510 cases. 


Milibis (brand of glycobiarso! 


Yours Truly 


After consultation with GP’s Editorial Advisory 
Board, and other authorities on the subject, we would 
like to point out that the answer printed in the May 
issue referred to the problem of penicillin-resistant 
gonococci in the United States. It would seem that 
such a problem is relatively rare in this country, 
although some cases have been found in individuals 
who have returned from the Orient and Southeast Asia. 
Nevertheless, we are gratified that this aspect of the 
problem has been brought to the attention of our 
readers. 

A further reference to the subject may be found in the 
June 9, 1961 Medical World News, by Col. Arvey 
C. Sanders who states that an ordinary penicillin- 
sensitive strain of gonococcus may become ‘‘penicillin- 
resistant’”’ when it occurs in symbiosis with staphylo- 
coccus epidermidis.— MEDICAL EDITOR. 


New Subscriber 


Dear Sirs: 

I am presently a senior at Washington University 
School of Medicine in St. Louis. I have been reading 
several back issues of GP and find them very interest- 
ing, well written and up to date. Recently a very good 
friend of mine, Gerald Bauman, wrote you and found 
out that students have the privilege of obtaining your 
magazine for $5 a year. 

I would appreciate it if you would enroll me as one 
of your subscribers. Enclosed you will find a check 
for my first year’s subscription. 

JOHN P. CONDER 
Kirkwood, Mo. 


Ready for Family Doctor 


Dear Sirs: 

Schell City, Mo. has an excellent opening for a 
young, competent general practitioner. With a popu- 
lation of 450, we are 96 miles from Kansas City in 
a large farm trading area. There has been no physician 
within 25 miles the past five years. A Sears Founda- 
tion modern clinic building was recently erected 
which offers fine laboratory and emergency surgical 
facilities. It is ready for lease and eventual purchase 
on easy terms. 

Competent authorities estimate a physician’s po- 
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“This your idea or Spock's?” 


tential gross annual income here at about $50,000. 
To a professional man who enjoys hunting and fish- 
ing, nearby 10,000-acre Osage Game Preserve will 
have special appeal. We will welcome correspond- 
ence from a young, well-rounded family doctor 
who would like to develop a busy, well-remunerated 
practice in this unique, aggressive community. 
WARREN O. HADDIX 
Mayor 
Schell City, Mo. 


Impartial Understanding 
Dear Sirs: 
Just wanted you to know how much I appreciate 
the editorial on page 79 of the August GP. 
RoBERT K. CUTTER, M.D. 
Cutter Laboratories 
Berkeley, Calif. 


Physicians Wanted 


Dear Sirs: 

Cass City is looking for a new doctor or two and 
we would greatly appreciate any help you could give 
us. My family has been in business here 25 years and 
we feel this community has much to offer a new doc- 
tor in medical facilities as well as a good place to live 
and rear a family. 

This growing, progressive community has a new 
million dollar hospital which is listed by the Ameri- 
can Hospital Association and is working for accredi- 
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Yours Truly 


tation. With encouragement the hospital could be- 
come the diagnostic center of the ““Thumb”’ area. 
The hospital has a modern laboratory, blood bank 
and association with a clinical pathologist on 24-hour 
call. It also has a modern x-ray department, regis- 
tered technician with a radiologist on 24-hour call 
and a certified nurse anesthetist. 
There is sufficient private and business support 
in Cass City to establish one or two new physicians. 
At one time, the community had five medical 
doctors. It now has two M.D.’s, three dentists and 
one osteopath who does not have hospital privileges. 
Cass City urgently needs additional medical care. 
If you wish additional information please contact 
me. 
GERALD A. PRIESKORN 
President 

Chamber of Commerce 

Cass City, Mich. 


For Common Cold Battle 


Dear Sirs: 

When are we going to attack the common cold 
through a public health program? 

If we could bring about a widespread acceptance 
of two key personal standards, we could cut the 
enormous number of colds as never before. 

First, a person must consciously abstain from con- 
taminating others, and second, one must consciously 
avoid letting others contaminate him. 

The dangers from unrestrained coughing and 
sneezing, and from indiscriminate kissing are well 
publicized, but talking is the chief means of transfer- 
ring infectious colds. 

Little is said about the hazards from talking 
directly into another’s face, spraying the common 
supply of food or the neighbor’s plate and utensils 
while talking, or breathing the air contaminated by 
large numbers of individuals in social and business 
gatherings. 

While a few who have good natural resistance can 
ignore these influences, the majority will at least have 
a cold if they do not consciously keep themselves in 
good condition. The regimen must include sufficient 
rest, a complete diet of fresh foods, daily outdoor 
exercise, training to meet changes in temperature 
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without chilling and the correction of glandular defi- 
ciencies. 

Though controversy still surrounds the use of cold 
vaccines, both bacterial and virus, study of their use 
upon groups of “susceptibles” gives clear proof of 
their value. 

In fact, constant use of cold vaccines in those who 
are slow to build antibodies and quick to lose them, 
may prevent a virulent cold from becoming a life and 
death matter, and milder colds from getting any foot- 
hold at all. 

Our wonderful antibiotics and modern remedies 
have a pronounced effect upon infectious colds and 
their complications, as any doctor knows who had to 
get along without them in the days before they were 
developed. 

I believe that equipping ‘‘susceptibles’’ with 
tablets or capsules of penicillin, tetracycline, etc. to 
be taken at the first sign of scratchiness in the throat, 
running nose or slight cough, or even if heavily ex- 
posed to a “juicy” cold, will permit these persons to 
go year after year with never a sickness sufficient to 
get them down. 

I believe the above precepts, if broadcast widely 
to the general public, taught from infancy and prac- 
ticed until perfect, will result in the same protection 
of all of our people as that now enjoyed by “‘sus- 
ceptibles”’ to colds. 

MARSHALL C. CHENEY, M.D. 
Student Health Service 
University of California 
Berkeley, Calif. 
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Menopausal distress: a syndrome involving all three levels of the autonomic nervous system 


disorders of the 
menopause CT’ a 


SPACETA BS*® 


stabilizes the entire autonomic nervous system 


(without disturbing endocrine balance) 


CORTICAL 
LEVEL: 

Bellergal relieves 
anxiety, irritability, 
insomnia, headache, 
excessive fatigability 


SYMPATHETIC 
LEVEL: 

Bellergal relieves 
hot flashes, 

tachycardia, 
tremor, sweats 


PARASYMPATHETIC 
LEVEL: 

Bellergal relieves 

nausea, hypersalivation, 
faintness 


SANDOZ 


BELLERGAL SPACETABS —Bellafoline 0.2 mg., 
ergotamine tartrate 0.6 mg., phenobarbital 
40.0 mg. Warning: May be habit forming. 
(Color: Granular pattern of green, apricot 

and lemon yellow; compressed.) 

Dosage: 1 in the morning, and 1 in the evening. 


BELLERGAL TABLETS —Bellafoline 0.1 mg., 
ergotamine tartrate 0.3 mg., phenobarbital 
20.0 mg. Warning: May be habit forming. 
(Color: Rose beige, sugar-coated.) 

Dosage: 3 to 4 daily. In more resistant cases, 
dosage begins with 6 tablets daily 

and is slowly reduced. 


q 


4 


PHYSIOLOGIC STRESS 


% Ss WHEN B COMPLEX OR VITAMIN C DEFICIENCIES EXIST 


KAPSEALS 


» AID RECOVERY IN THE POSTOPERATIVE 
“= PERIOD AND IN CONVALESCENCE 


Each Kapseal contains: Vitamin B, (thiamine) 
mononitrate —25 mg.; Vitamin (riboflavin) —15 mg.; 
Nicotinamide — 100 mg.; Folic acid—0.1 mg.; Vitamin B, 
(pyridoxine hydrochloride) —1 mg.; Vitamin B,, 
(crystalline) —5 mcg.; dl-Panthenol—20 mg.; Vitamin C 


(ascorbic acid) —150 mg.; Taka-Diastase” (Aspergillus 


= oryzae enzymes) —2!2 gr. Bottles of 100 and 1,000. 
also available: COMBEX* KAPSEALS, bottles of 100, 500, 
and 1,000, for prevention of B complex deficiencies. 
COMBEX with VITAMIN C KAPSEALS, bottles of 100, 500, 
_ and 1,000, for prevention of B complex and vitamin © 
_deficienci ies. COMBEX PARENTERAL, 10-cc. Steri-Vials," fon 
pre vention and treatment of vitamin B complex 
TAKA-COMBEX" KAPSEALS, bottles of 100 and 
e ee 1,000, for use as a digestive agent and for prevention of 


-eertain vitamin B complex and vitamin C deficiencies. 


TAKA-COMBEX ELIXIR, E-DAVIS 


sos: bottles of 16 fl. oz. 
COMPANY, Detroit 37. Michigan 
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Wh . th One of the most significant advantages of Orinase therapy is 
y IS e the rarity of associated hypoglycemic reactions. 


th | This widely-reported clinical benefit is a function of the 
me exclusive Orinase methyl “governor.” Lending itself to ready 


‘a overnor oxidation (principally, it is thought, a hepatic process), the 
9 methyl group ensures prompt metabolic inactivation of the 


in Orinase Orinase molecule. What actually happens is that a rapidly- 
and continuously-excreted carboxy-metabolite is produced 


SO that has no hypoglycemic activity at the existing levels. 
As a result of the oxidation of its methyl group, Orinase 


important? shows a decline in activity soon after it reaches its effective 


peak in the plasma. Maintenance dosage serves to reduce blood 
sugar levels to normal, but rarely below that point, and there 
is no reported problem of accumulation. 


H,C 


oxidation Orinase 


HOOC 
Orinase Metabolite 


An exclusive methyl “governor” minimizes hypoglycemia 


Indications and effects: The Do rag inttention for reactions to Orinase are usually not of a serious 
Getnase is stable diabetes m use brings nature and consist rincipally Oe eastrol intestinal 
about the lowering of blosd aoa Elycosuria disturbances, headache, and variable allergic skin 
diminishes, and such —— as pruritus, poly- manifestations. The gastrointestinal disturbances 
uria, and polyphagia disappear. (nausea, epigastric fullness, heartburn) and head- 
Dosage: There is po fix xed regimen fo for Anitiatt oe size the dose, 
le 
the two-tablet level. pay is thema, and urticarial, or maculopap- 
maintain optimum control ular eruptions) are nsient reactions, which 
4 frequently disappear with continued drug admin- 

Patients receiving insulin Goss than 20 units)— istration. However. if the skin reactions persist, 
discontinue neue inst’ Orinase; 3 Orinase should be discontinued. 

units)—initia rinase w concurrent! 
to 50% reduction in insulin dose with a further Clinical toxicity: os meee aupeese to be remarkably 

ful reduction a8, to Orinase is ob- = the basis of 

an units) ——reduce insulin by 
20% and initiate Orinase with a further careful other un- 
in dosage response to Orinase observed. Lon; studies of hepatic function 
insulin therapy, an individualized schedule is usu- experience in over ' 4 
ally obtainable during a trial course of two or of (hepatic toxicity. to 
n aving juvenile or pre-exii 1 ase and 

onset, unstable or brittle types of d abetes bre-existin of 

mellitus; pon = diabetic coma, fever, severe Each pease tains: 
trauma or gangre cont 0.5 Gm. 
Side effects are mild, transient and limited to ap- Pe a 
proximately 3% of patients. ly and In bottles of 50. 

rare. 

is most likely "to Oc occur during the period of transi- se, 2 . U.S. Pat. Of.— 
tion from insulin to Orinase. Other June, 1961 
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ANTACIDS 
CONTROL 


ACID! 


Ulcer therapy requires more 
than antacids 


“Putting alkali into the stomach does 
not always relieve pain, even though 
the acid is completely neutralized 
thereby.”? 


Kolantyl provides the missing 
action —SPASMOLYSIS—plus 3 
additional healing actions 


“,,.our studies indicate that ulcer pain 
in the uncomplicated case is invariably 
associated with abnormal motility.”? 


A groundswell of medical opinion now 
indicts gastric spasm —as well as acid 
—in the causation of ulcer pain.'* 


KOLANTYL 
CONTROLS ACID 
AND PAIN! 


is so much more than an antacid 


Examine the KOLANTYL Formula: 

antispasmodic: BENTYL (dicyclomine) Hydro- 
chloride antacids: Magnesium Oxide/Alu- 
minum Hydroxide Gel demulcent: Methy]l- 
cellulose anti-enzyme: Sodium Laury! Sulfate 


References: 1. Altschule, M. D.: M. Sc. 6:560, 1959. 
2. Ruffin, J. M.; Baylin, CG. J.; Legerton, C. W., and 
Texter, E.C., Jr.: Gastroenterology 23:252, 1953. 
3. Texter, E. C., et al.: Ann, Int. Med. 51:1275, 1959. 
4. Kasich, A. M.; Boleman, A, P., Jr., and Rafsky, 
J. C.: Am. J. Digest. Dis. 1:361, 1956. 5. Roth, J. L. A.; 
Wechsler, R. L., and Bockus, H. L.: Gastroenterology 
313493, 1956. 6. Rafsky, J. D.: Gastroenterology 27 :29, 
1954. TRADEMARKS: KOLANTYL®, BENTYL® 


Brochure with full product information available on request. 
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Helps you 


take the misery out of menopause 


as hormones alone often don’t do 


Fast-acting Milprem directly relieves 


both emotional dread and estrogen deficiency 


Dosage: One Milprem tablet t.i.d. in 21-day courses 
with one-week rest periods; during the rest 
periods, Miltown alone can sustain the patient. 


Composition: Miltown (meprobamate) + conjugated 
esirogens (equine). 

Supplied: Milprem-400, each coated pink tablet 
contains 400 mg. Miltown and 0.4 mg. conjugated 
estrogens (equine). Milprem-200, each coated 
old-rose tablet contains 200 mg. Miltown 

and 0.4 mg. conjugated estrogens (equine). 

Both potencies in bottles of 60. 


Literature and samples on request. 


(Miltown® plus natural estrogens) 


Many physicians find that estrogen therapy is 
not enough for the woman who is also filled 
with anxiety by her menopause. Her emotional 
dread may make her so miserable that it 
becomes a real clinical problem. : 


This is where Milprem helps you so much. It 
calms the woman’s anxiety and tension; pre- 
vents moody ups and downs; relieves her 
insomnia and headache. At the same time, it 
checks hot flushes by replacing lost estrogens. 
The patient feels better than she did on estrogen 
therapy alone. And your counsel and your 
assurances can now help her make her 
adjustment much faster. 


WALLACE LABORATORIES / Cranbury, N. J. 
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Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, appear here monthly. 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed 
when available. 


NOVEMBER 


*15: Lehigh Valley (Pennsylvania) chapter, general prac- 
tice symposium, Americus Hotel, Allentown. (6 hrs.) 
*15: University of Missouri Medical School, seminar on 

pediatric urologic problems, Columbia. (6% hrs.) 

*16: Somerset County (New Jersey) chapter, symposium, 
“Some Aspects of Modern Cardiology,” Far Hills Inn, 
Somerville. 

*16: University of Nebraska College of Medicine, program 
on neuro-psychiatry, Omaha. 

16-18: Colorado chapter, annual meeting, Broadmoor 
Hotel, Colorado Springs. 

*16-18: University of Wisconsin Medical School, course in 
rehabilitation of patients with injuries of the spinal 
cord, Wisconsin Center Building, Madison. (18 hrs.) 

*17-18: State University of Iowa College of Medicine, 
course in cardiac diseases, Iowa City. (9 hrs.) 

17-18: North Dakota chapter, annual meeting, Plainsman 
Hotel, Williston. 

19-22: International College of Surgeons, western regional 
meeting, Mark Hopkins Hotel, San Francisco, Calif. 
*20: Central Ohio chapter, lecture in ‘‘Adolescence—Its 
Perspectives and Problems,” Deshler Hilton Hotel, 

Columbus. (1 hr.) 

*21: Tennessee chapter, course in neuro-surgical emergen- 
cies, including head injuries, Memphis. (1 hr.) 

*27: Cook County Graduate School of Medicine, one-week 
course in advances in medicine, Cook County Graduate 
School of Medicine, Chicago. 

*27: Cook County Graduate School of Medicine, two-week 
course in obstetrics, Cook County Graduate School of 
Medicine, Chicago. 

*27-29: North Carolina chapter, annual meeting, Carolina 
Hotel, Pinehurst. (15 hrs.) 

*28: Louisiana chapter, course in collagen diseases, Baton 
Rouge General Hospital, Baton Rouge. (2 hrs.) 

28-1: American Medical Association, clinical meeting, 
Denver, Colo. 
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*29: Rhode Island chapter, conference on prevention of 
disability in Rhode Island, Providence. (5 hrs.) 
*29-30: University of Buffalo School of Medicine, course in 
clinical pharmacology and therapeutics, Buffalo, N. Y. 
30-3: Rowe Smith Memorial Foundation, course in dis- 
turbed carbohydrate metabolism, Karnack, Tex. 


DECEMBER 


1: Delaware chapter, annual meeting, Academy of Medi- 
cine, Wilmington. 

*1: State University of lowa College of Medicine, course in 
respiratory diseases, Iowa City. ($ hrs.) 

2: Oklahoma chapter and American Cancer Society, ninth 
annual cancer symposium, Oklahoma City. (8 hrs.) 

*3: Ohio chapter, course in hematology, Academy of Medi- 
cine of Cincinnati, Cincinnati. (4 hrs.) 

4-8: American College of Chest Physicians, course in re- 
cent advances in diseases of the chest, Statler Hilton 
Hotel, Los Angeles, Calif. 

*5-6: State University of lowa College of Medicine, course 
in surgery, Iowa City. (12 hrs.) 

8-10: University of Texas Postgraduate School of Medi- 
cine, symposium on cardiac arrhythmias, Texas Medi- 
cal Center, Houston. 

*11: Cook County Graduate School of Medicine, two-week 
course in general surgery, Cook County Graduate 
School of Medicine, Chicago. 

*11: Harris County (Texas) chapter, lecture on the man- 
agement of the patient with a hearing deficit, Jesse 
Jones Library Building, Houston. (45 min.) 

*11: Harris County (Texas) chapter and University of 
Texas, lecture on gout, Jesse Jones Library Building, 
Houston. (1 hr.) 

*13: State University of Iowa College of Medicine, course 
in otolaryngology and maxillofacial surgery, Iowa City. 
(5 hrs.) 

Continued on page 275 


Annual AAGP Meetings 


Annual Scientific Assembly 
Apr. 9-12, 1962: Convention Center, Las Vegas, Nev. 
Apr. 2-5, 1963: McCormick Place, Chicago, IIl. 
Annual Symposium on Infectious Diseases 
Sep. 14, 1962: Battenfeld Auditorium, Kansas City, Kan. 
Annual State Officers’ Conference 
Sep. 15-16, 1962: Hotel Muehlebach, Kansas City, Mo. 
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PERIPHERAL 


HLOROTHIAZID 


more often than any other diuretic 


“This study concerned 56 patients with 
localized swelling in an upper or lower ex- 
tremity occurring after thrombophlebi- 
tis, ulcer of the leg,...trauma, or fracture.” 
“Conventional treatment appropriate for 
the specific condition was supplemented 
with diuretics and dietary salt limitation. 
Chlorothiazide (Diuril) in doses of 1 to 2 
Gm. a day was used in all cases...” “‘All 
patients showed measurable decrease in 
their edema, and the response was good 


or excellent in all but six.’’ 
Bedell, W.C.: J.A.M.A. 173:1811, August 20, 1960. 


Supplied: 250-mg. and 500-mg. scored tablets DIURIL 
chlorothiazide in bottles of 100 and 1000. 


Additional information is available to the physician on 
request. DIURIL is a trademark of Merck & Co., INc. 


M D MERCK SHARP & DOHME 
Division of Merck & Co., INC. West Point, Pa. 


ANY INDICATION FOR DIURES!IS 1S AN INDICATION FOR DItuRit 
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Thomas E. Rardin, M.D. 
Section Chief 


NEW CHAIRMAN of the Section on General Practice of American 
Medical Association is Academy Member Thomas E. Rardin, 
currently assistant professor of preventive medicine at Ohio 
State University. Dr. Rardin achieved national AAGP 
recognition in 1951 as executive chairman of the third 
Committee on Scientific Assembly and as founder and editor 
of Abstracts, a first in the documented coverage 

of scientific meetings. He was Abstracts editor again 

in 1954. A past president of the Ohio chapter, he has served 
as chairman of the Ohio State Medical Association’s Education 
Committee and of its joint Committee on General Practice. 
Four years after undergoing a hemipelvectomy 

for chondrosarcoma, Dr. Rardin became president of the OSU 
Medical Alumni Association. A major in the medical corps 
during World War II, Dr. Rardin was awarded the Legion 

of Merit and Commendation Ribbon for his service. 


T. Stewart Hamilton, M.D. 
AHA Choice 


THE IMMEDIATE past chairman of American Hospital 
Association’s Council on Professional Practice is its new 
president-elect. Dr. T. Stewart Hamilton, currently 
director of the Hartford Hospital, Hartford, Conn., will 
take the helm at AHA’s 1962 meeting. For many years 

an active participant in hospital organizations, Dr. Hamilton 
began his career in 1941, after a year of general practice 

in Massachusetts. World War II interrupted his first post 
as assistant director of the Massachusetts General Hospital, 
Boston. Since then he has been president of Massachusetts 
Hospital Association, trustee of the Connecticut 

Hospital Association and regent of the American College 

of Hospital Administrators. President-elect Hamilton 
believes the foremost problems facing AHA and individual 
hospitals are: health care of the aged, an integration 

of care units other than hospitals and a shortage of nurses. 


almost fastens 


Handy attached clip saves time 
and tempers—takes hold at a touch, 
can’t be lost or dropped! 


Now Bauer & Black makes the bandage and clip into one. 

The built-in clip fastens easier and faster than anything 
you’ve ever used before. You need never again be annoyed 
by loose, lost, or dropped clips. Or waste time having to 
hunt up a substitute safety pin or adhesive tape. 

The bandage itself is the same carefully made Tensor 
elastic bandage you’ve known for years. The tailored 
ends have thin, plastic edges—so there’s no raveling and 
no pressure points. 

It’s a really big step forward in effectiveness and con- 
venience, yet these improvements haven’t pushed the 
price up one cent! You’ll be glad you specified it. 


Stretch in the Tensor elastic bandage is 
carefully engineered to provide a wide 
range of safe usability. And heat-resist- 
ant rubber means long bandage life, 
despite frequent washing and drying. 


BAUER & BLACK DIVISION 


ATTACHED-CLIP 
ELASTIC BANDAGE 
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Only the symptoms 
HYCOMINE COMPOUND tablets 


For Complete Symptomatic Relief of Colds 


COMPOUND 


TABLETS 
a new combination* designed to relieve a wide variety of symptoms 
encountered in respiratory tract infections, including the common cold 
each Hycomineé Compound Tablet contains: 


* e antitussive and smooth 6.5 mg. HYCODAN® [5 mg. dihydrocodeinone 
muscle relaxant — bitartrate (warning: may be habit-forming) 
and 1.5 mg. homatropine methylbromide] 
e antihistaminic — 2 mg. chlorpheniramine maleate 
e nasal decongestant — 10 mg. phenylephrine hydrochloride 
e analgesic and antipyretic— 250 mg. N-acetyl-p-aminophenol 
e mild stimulant — 30 mg. caffeine 


DOSAGE: Average Adult Dose: 1 tablet four times a day. May be habit 
forming. Federal law permits oral prescription. 


® Literature on request 
Endo ENDO LABORATORIES « Richmond Hill 18, New York 


*U.S. Pat. 2,630,400 
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mycin 


BRAND OF OXYTETRACYCLINE 


*U.S. Pat. 2,630,400 


New evidence*demonstrates the effectiveness of 
Terramycin Intravenous in appendicitis with peri- 
tonitis... another reason for the trend to Terramycin. 


Ina 10-year study, Wenckert and Robertson (Malmo 
Hospital, Sweden) found that the mortality rate in 
appendicitis dropped dramatically from 1.17% to 
0.22% after Terramycin intravenous therapy was 
used routinely in those cases with associated peri- 
tonitis. 

Cases of appendicitis with peritonitis found during 
the course of 5,564 consecutive appendectomies were 
treated in the first 5 years with penicillin and/or 
streptomycin, and those in the latter 5 years with 
Terramycin administered intravenously and topi- 
cally. Other procedures involved in the 2 five-year 
series, except the different antibiotic therapies used, 
remained essentially the same. 


The authors report: “It would, of course, have been 
of value if the two groups compared had dated from 
the same period, but in view of the favourable impres- 
sion soon made by Terramycin, it was not considered 
justified to deprive alternate patients of the benefit 
of the agent [Terramycin].” 


These findings confirm the life-saving, broad-spec- 
trum dependability of Terramycin Intravenous, as 
reported through more than a decade of extensive 
clinical use in serious or fulminating infections. 


BRAND OF OXYTETRACYCLINE 


INTRAVENOUS vials containing 250 mg. and 


500 mg., buffered with 1.0 Gm., 2.0 Gm. ascorbic acid, respectively 


for most rapid and highest possible oxytetracycline blood 
levels / easily added to and compatible with most common- 
ly used intravenous solutions / only 2 doses in 24 hours are 
necessary / well tolerated 


Science for the world’s well-being® 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc. 
New York 17, N. Y. 


*Wenckert, A., and Robertson, B.: Acta chir. scandinav. 120:79, 1960. 


The dependability of Terramycin is based on its 
broad range of antimicrobial effectiveness, 

excellent toleration, and low order of toxicity. As 
with other broad-spectrum antibiotics, overgrowth 
of nonsusceptible organisms may develop. If 

this occurs, discontinue the medication and institute 
appropriate specific therapy as indicated by 
susceptibility testing. Glossitis and allergic reactions 
to Terramycin are rare. The usual precautions 
required in intravenous administration should be 
observed. See product brochure for full information. 
More detailed professional information available on request. 


another reason why the trend is to 
Terramycin—versatility of dosage fornr: 


TERRAMYCIN Capsules 
250 mg. and 125 mg. per capsule— 
for convenient initial or maintenance 
therapy in adults and older children 


TERRAMYCIN Syrup / Pediatric Drops 
125 mg. per tsp. and 5 mg. per drop 
(100 mg./cc.), respectively—deliciously 
fruit-flavored, preconstituted aqueous 
suspensions 

TERRAMYCIN Intramuscular Solution 
50 mg./cc. in 10 cc. vials; 100 mg. and 
250 mg. in 2 cc. ampules—preconsti- 
tuted, ready to use where intra- 
muscular therapy is indicated 
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the Coughs 


that Steal Sleep... 


CHRONIC SINUSITIS 


INFLUENZA-COLDS 


Prescribe 


TUSSIONEX 


A ‘Strasionic’ Antitussive * Dihydrocodeinone Resin—Phenyltoloxamine Resin 


8-12 Hour Cough Control with a Single Dose 


© Permits Natural Discharge of Mucus 


© Predictable Antitussive Action with Minimum Amount of 
Narcotic through ‘Strasionic’ Release’ 


TWO FORMS: Tussionex Thixaire™ Suspension e Tussionex Tablets 


Each teaspoonful (5c.c.) or tablet provides 5 mg. dihydroco- Dose: 1 teaspoonful or tablet q 12h. Children under 1 year, 
deinone and 10 mg. phenyltoloxamine as resin complexes. Y, teaspoonful q12h; 1-5 years, % teaspoonful q12h. 


Rx only. Class B taxable narcotic. 


Tussionex—made and marketed only by 


STRASENBURGH 
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‘New. more effective ana 


Kills pain.....stops tension 


For neuralgias, dysmenorrhea, upper respiratory distress and postsurgical conditions— 


new compound of Soma, phenacetin and caffeine kills pain, stops tension, reduces fever — 


gives more complete relief than other analgesics...acts fast, relief lasts four to six hours 


Composition: 200 mg. Soma (carisoprodol), 160 mg. Y% grain of codeine phosphate to relieve the more severe 
phenacetin, 32 mg. caffeine. Dosage: 1 or 2 tablets q.i.d. pain that usually requires % grain. Otherwise, its com- 
Supplied: Bottles of 50 apricot-colored, scored tablets. position—and dosage—is the same as Soma Compound. 

ie: ili. te Supplied in bottles of 50 white, lozenge-shaped tablets. 


SOMA COMPOUND + CODEINE 


® 
Soma Compound boosts the effectiveness of codeine. soma om ound 
Therefore, Soma COMPOUND + CODEINE contains only 


WALLACE LABORATORIES / Cranbury, N. J. 


C80-3989 
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Each Wafer provides 25 calories; 9 Wafers 
furnish a 225-calorie meal, the caloric and 
nutritional equivalent of an 8-oz. can of 
Metrecal liquid. 


new waters 


BRAND DIETARY FOR WEIGHT CONTROL 


A new dimension in Metrecal —the satisfaction of solid food for greater 
variety, convenience and flexibility — with the same clinically docu- 
mented! concept of measured calories for effective weight control 
with sound nutrition and appetite satisfaction. 


The Wafer is equivalent to other forms of Metrecal dietary both in the 
caloric distribution and in nutritional completeness. Each package of 
36 Wafers (900 calories) provides a full 70 grams of protein; 20 grams 
of fat (2/3 unsaturated); 110 grams carbohydrates; and vitamins and 
minerals in amounts that meet or exceed all established minimum 
daily requirements. 


The taste and texture of the spice-flavored Metrecal Wafers add new 
variety to the diet program. They also provide the satisfaction of solid 
food that some dieters miss on an all-liquid diet. The 25-calorie 
Wafer permits even greater flexibility while maintaining accuracy of 
caloric intake. Convenience is enhanced by the complete portability 
of the Wafers. Attention should be given to maintaining normal fluid 
intake when the Wafers are used as the total diet. 


The precise caloric distribution and established nutritional values of 
the Metrecal Wafers differentiate them sharply from any cookie. They 
contain four to ten times the protein but only about 1/4 the fat con- 
tent of a typical cookie, and in addition provide all known essential 
vitamins and minerals in suitable amounts. 


Available: Metrecal Wafers (spice flavor) in cartons of 36—packed in 4 individual units of 9 wafers each. 
(Each wafer=25 calories.) Metrecal is also available in powder and liquid forms in a variety of flavors. 
References: (1) Roberts, H. J.: Am. J. Clin. Nutrition 8:817-832 (Nov.-Dec.) 1960. (2) Tullis, I. F.; Allen, 
C. E., and Overman, R. R.: Simple Effective Weight Reduction: A Clinical Study, Scientific Exhibit, 6th 
Internat. Cong. Int. Med., Basel, Switzerland, Aug. 24-27, 1960. (3) Tullis, I. F., and Allen, C. E.: 
Current Therap. Res. 3:152-159 (April) 1961. (4) Antos, R. J.: Southwestern Med. 40:695-697 (Nov.) 1959. 


Quality products from nutritional research 


Edward Dalton Co. 


EVANSVILLE 12. INDIANA - A O'VISION OF 


MEAD JOHNSON & COMPANY 


Or, Wafers may be used with the liquid; 
for example, 3 Wafers with each of three 
8-oz. servings of liquid can provide the 900- 
calorie daily diet. 
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4 essential actions in 
one Rx: to bring most 
hypertensive patients 
under control 


CENTRAL ACTION OF SER-AP-ES: 
Ser-Ap-Es acts centrally to inhibit or 
block the outflow of sympathetic 
vasopressor substances. In addition, 
Ser-Ap-Es improves cerebral vascular 
tone. 


SerpasiL® (reserpine crpa) 

ApRESOLINE® hydrochloride (hydralazine 
hydrochloride cra) 

Eswrrx® (hydrochlorothiazide ) 


RENAL ACTION OF SER-AP-ES: 
Ser-Ap-Es increases renal blood flow, 
thereby halting or reversing the is- 
chemic process in advancing hyper- 
tension. The increase in urine volume 
and sodium and chloride excretion 
which occurs with Ser-Ap-Es also 
benefits the hypertensive patient. 
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Most hypertensive 


patients need more 
than one drug, but 
most hypertensive 
patients need only 


one Rx... Ser-Ap-Es 


CARDIAC ACTION OF SER-AP-ES: 
Ser-Ap-Es has a beneficial effect on 
the hypertensive heart ; diastole is pro- 
longed, and there is a decrease in both 
heart rate and cardiac output—which 
combine to ease the strain on the over- 
worked myocardium. 


Supplied: Szer-Ap-Es Tablets, each cantaining 0.1 mg. Serpasil, 25 mg. Apresoline hydrochlo- 


VASCULAR ACTION OF SER-AP-ES: 
Ser-Ap-Es opposes the action of 
pressor substances on the vasculature. 
In addition, Ser-Ap-Es makes the vas- 
culature less responsive to circulating 
vasopressor amines and more respon- 
sive to the antipressor components of 
the combination tablet. 


ride, and 15 mg. Esidrix. For complete information about Ser-Ap-Es (including dosage, cau- 
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tions, and side effects), see current Physicians’ Desk Reference or write CIBA, Summit, N. J. 


Pinas 


SUMMIT- NEW JERSEY 
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In recent taste tests by over 800 children, 


. tas re " te sted the flavor of Vi-Sol® was preferred over 


other chewable vitamin tablets...as much 
as 2 to 1 in some cases. 


by experts Vi-Sol chewable vitamins are reformulated 

@ on an authoritative basis,* with practical 

| i Cc modifications, to provide safe, rational lev- 
els of vitamins C, D and A for the growing 


Chew able Vit amin S child—preschool to adolescent. 


TRI-VI-SOL® * POLY-vi-SOL® + DECA-viI-SOLe *J.A.M.A. 169:41-45 (Jan. 3) 1959. 


Mead Johnson 
Laboratories 


Symbol of service in medicine 


calls for 
antibiotic action 


: 
— 


ORAL SUSPENSION 


BICILLIN 


Benzathine Penicillin G, Wyeth 


for children with penicillin-susceptible infections 


e pleasant, cherry or custard flavor assures ready acceptance 

e resists gastric destruction—high percentage of BICILLIN reaches duodenum, 
where absorption occurs 

e in hemolytic streptococcal infections—300,000 units every 6 to 8 hours 


Cherry flavor—300,000 units per 5 cc. teaspoonful, bottles of 2 fl. oz. 
Custard flavor—150,000 units per 5 cc. teaspoonful, bottles of 2 fl. oz. 


For further information on limitations, administration, and prescribing of BICILLIN, see descriptive 
literature or current Direction Circular. Wyeth Laboratories Philadelphia 1, Pa. 


CHILDHOOD 
CALLS FOR 

PENICILLIN 

ail 

® 
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ANTIBIOTIC 


Triacetyloleandomycin, Wyeth 


effective oral antibiotic for skin and soft tissue infections 


e destroys most gram-positive pathogens, including certain staphylococci resistant 
to other antibiotics 
e reduces risk of diarrhea and gastrointestinal superinfection 
e dosage flexibility provided by capsules and suspension 
Oral Suspension: 125 mg. per teaspoonful, bottles of 2 fi. oz. 
Capsules: 125 mg. and 250 mg., vials of 36. 


For further information on limitations, administration and prescribing of CYCLAMYCIN, see 3 
descriptive literature or current Direction Circular. Wyeth Laboratories Philadelphia 1, Pa. 
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PENICILLIN 
FOR PROMPT, 


POTENT 
ANTIBIOTIC 
ACTION 


Liquid: Penicillin V Potassium for Oral Solution, Wyeth 


Tablets: Penicillin V Potassium, Wyeth 


produces high penicillin blood levels 


easy-to-take Tablets or Liquid 

readily absorbed from the GI tract 

avoids pain, bother, and risk of injections 
palatable and well tolerated 

for all infections responsive to oral penicillin 

and for some usually requiring parenteral penicillin 
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A potent oral penicillin 
for high therapeutic efficacy 


You can prescribe PeNeVeE K for any and al! in- 
feetions caused by penicillin-susceptible organisms. 
It is a reliable and predictable antibiotic. Demon- 
strable blood levels occur within 15 minutes after 
ingestion: peak blood levels within 30 minutes. 
PENeVBE K is markedly effective for treatment and 
prophylaxis of common bacterial infections, including 
hemolytic streptococcal infections, certain staphylo- 
coceal infections, and pneumococcal and gonococcal 
infections. 


Serum concentrations— 
oral and parenteral penicillin 


Hours after administration 


Potassium penicillin V, 250 mg. (400,000 units)—one tablet. Average of 40 
fasting subjects.' 
 Procaine penicillin G (600,000 units)—one injection. Average of 10 subjects.* 


Palatable, convenient, well tolerated 


PeNeVEE K is palatable, convenient (tablet or 
liquid), and well tolerated. These factors encourage 
good patient cooperation, which helps promote rapid 
recovery. 


References: 1. Peck, F.B., Jr., and Griffith, R.S.: 
Antibioties Annual 1957-58, Medical Encyclopedia, 
Tne, p. 1004. 2. White, A.C., et al.: Antibiotics 
Annual 1955-56, Medical Encyelopedia, Inc., p. 490. 


For further information on limitations, administra- 
tion, and prescribing of PENeViE K, see descriptive 
literature or current Direction Circular. 


Wyeth Laboratories Philadelphia 1, Pa. 
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SPECIAL COUGH FORMULA 


for Children 


Trademark 


SOOTHING DECONGESTANT AND EXPECTORANT 


Each teaspoon (5 cc.) contains: Codeine phosphate........... 5.0 mg. 


Neo-Synephrine® hydrochloride .. 2.5 mg. 
(brand of phenylephrine hydrechioride) 


Chiorpheniramine maleate ...... 0.75 mg. 
Potassium iodide ........... 75.0 mg. 


Bright red, pleasant tasting, 
raspberry flavored syrup 


Children from 6 months to 1 year, 
1/4 teaspoon; 1 to 3 years, 1/2 to 
1 teaspoon; 3 to 6 years, 1to 2 
teaspoons; 6 to 12 years, 2 tea- 
spoons. Every four to six hours as 
needed. 


How Supplied: 
Bottles of 16 fi. oz. 


Exempt Narcotic 


New York 18.N.Y 


Dosage: 


GP makes 


an excellent gift 
at Christmas... 


a gift subscription would provide 
many hours of useful, stimulating reading 
on new medical techniques! 


Why shouldn’t he be a 


He’s a medical student — 
a good one. He’ll make a doctor you'd be 
proud to associate with. 


HE HOLDs his own and then some against tough 
competition in a big class. He may be your 
own son, or the son of a friend, or a member 
of your old fraternity. 

But unless something’s done, chances are 
he’ll never be a family doctor. Instead, he’ll 
choose a publicized, glamorized specialty. 
Why? Largely because he simply isn’t aware 
of the challenge and drama and satisfactions 
of modern general practice. 


What can be done? 


You can help him see general medicine 
in its true light through the pages of GP—the 
family doctor’s own magazine. Because of the 

importance of reaching young 


The American Academy 

of General Practice 

Volker Boulevard at Brookside 
Kansas City 12, Missouri 


DONOR’'S NAME 


Address 


City, zone, state 

CHECK: 

Payment enclosed. Bill 
(MAKE CHECK PAYABLE TO GP.) 


men like him, GP offers a reduced subscrip- 
tion rate of five dollars a year for students, 
interns, residents, fraternities and libraries. 

Through authoritative, down-to-earth 
articles, GP brings home to him the broad 
basic influence that can be his as a general 
practitioner. 


Folder announces gift. 


If you know him, or a boy like him, why 
not see to it that he learns more about gen- 
eral practice? Give him a year’s subscription 
to GP. Upon receipt of your instructions, a 
folder goes out announcing your gift. You 
need send no money, but mark and mail the 
order form today. 


Please send a gift subscription (at five dollars a year) 
and personalized announcement folder to: 


(PLEASE PRINT OR TYPE:) 


Name 


Address 


City, zone, state 
CHECK ONE: 
student intern resident library fraternity 


Name 


Address 


City, zone, state 


CHECK ONE: 
student intern resident library fraternity Q 


NOTE! Canadian subscriptions add $2.00 per year. Foreign subscriptions add $4.00 per year. 
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if fatness is the problem, the skinfold test will tell... 


Studies emphasize that persons of “normal” body weight exhibit differences 
in their fatness and that body weight is an imperfect guide to body fat.*-4-* 
Recently, the calibrated measurement of skinfolds has received increasing 
clinical attention as a method of measuring obesity — because of its sim- 
plicity, rapidity and accuracy.!-* 

Measurement is made at selected sites with special constant tension calipers.* 
Detailed information on the skinfold test is given in a special booklet, 
available to physicians on request. 


the skinfold test 


BAMADEX 


Dextro-amphetamine sulfate with meprobamate 
® for 


SEQUELS 


fat loss 

NEW BAMADEX SEQUELS contain the appetite-suppressant, 
d-amphetamine, effectively balanced with the tranquilizer, 
meprobamate, for sustained, effective appetite control 
without overstimulation of the central nervous system. One 
BAMADEX SEQUELS capsule suppresses appetite during the 
day...carries the patient through the critical period of 
compulsive eating ... helps establish a new pattern of eat- 
ing less — the ultimate aim of therapy. 


Each capsule contains: d-amphetamine sulfate, 15 mg., meprobamate, 300 mg. Dosage: One capsule daily, preferably 
in the morning. Supply: Bottles of 30. Precautions: Use with caution in patients hypersensitive to sympathomimetic 
compounds, who have coronary or cardiovascular disease, or who are severely hypertensive. 


REQUEST COMPLETE INFORMATION ON INDICATIONS, DOSAGE, PRECAUTIONS AND CONTRAINDICATIONS FROM YOUR LEDERLE REPRE- 
SENTATIVE OR WRITE TO MEDICAL ADVISORY DEPARTMENT. 


References: 1. Best, W.R.: J. Lab. & Clin. Med. 43:967 (1954). 2. Brozek, J. and Keys, A: Nutrition Abstr. & Rev. 20:247 
(1950). 3. Garn, $.M. and Shamir, Z.: In Methods for Research in Human Growth. Charles C. Thomas, Springfield, Il!., 1958, 
p. 64. 4. Mayer, J.: Postgrad. Med. 25:469 (1959). 5. Tanner, J.M.: Proc. Nutrition Soc. 18:148 (1959). 

(Lange Skinfold Caliper courtesy of Kentucky Research Foundation, Wenner-Gren Aeronautical Research Laboratory, 
“niversity of Kentucky, Lexington, Kentucky) 


(Gtorie) LEDERLE LABORATORIES, A Division of American Cyanamid Company, Peart River, New York 


parallel not parallel? 


Interesting . . . how the parallel lines seem to curve—even when you know they’re perfectly 
straight. Another illusion takes place when we try to compare two oral penicillins. If only the 
price of the drugs were to be considered, the choice would be clear. But isn’t it what a drug 
does that counts? 

V-Cillin K® achieved two to five times the serum levels of antibacterial activity (ABA) * 
produced by oral penicillin G.1 Moreover, it is highly stable in gastric acid and, therefore, 
more completely absorbed even in the presence of food. Your patient gets more dependable ther- 
apy for his money . . . and it’s therapy—not tablets—he really needs. 


V-Cillin K® (penicillin V potassium, Lilly) _.. For consistently dependable clinical results, prescribe 


i 
choven normal the GOD V.Cillin K in scored tablets of 125 end 250 Ly 


i trept C203 and Sta, 3a 


1. Griffith, R. S.: Antibiotic Med. & Clin. 5 cc. (approximately 1 teaspoonful) contain 125 mg. (200,000 
Therapy, 7:129, 1960. units) penicillin V as the crystalline potassium salt. 


Product brochure available; write Eli Lilly and Company, Indianapolis 6, Indiana. 
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e result is a tablet that s”candy all q 
alter the | las tae other are CAVel- “Only Ones 4 
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ESSENTIAL 


CH EWABLE 


CHEWABLE 


DULCETe 


New Vi-Daylin Chewable 
—with entrapped flavor 


In recognition 
thinking, we "ve reduced 


20 meg. (800 units) to. 10.meg. 
(400 units). At the same time, 
we've increased the vitamin Cc Ing 


dosage i is one tablet daily. N 
financial hardship for your 
tients: when you 


mg. terest for children. The oranz> 
content trom 4U mg. to mg. Chewable costs less than 
per tablet and per S-cc. lemon- and | ylin Chewable 


Carnalac meets the medical 
preference for the 


evaporated milk formula.. re 


in a convenient, 


ready-prepared form. 


PREPARED 


‘ Carnalac is Carnation Evaporated Milk with its 
‘ added Vitamin D, plus carbohydrate. The mother 
just adds water in the amount you recommend. 


Diluted 1:1, Carnalac provides 2.8% protein, 7.1% enebutedvate, 3.2% fat, 
400 /.U. Vitamin D per reconstituted quart, 20 calories per fluid ounce. 


| For the adjustable formula ~ proven nutritional value ~ economical 


“from Contented Cows” 
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N atalinNS tavicts 


Comprehensive vitamin-mineral support, pre- and post-natal 


Only one Natalins tablet per day provides generous 
amounts of iron, calcium, and vitamin C, plus 8 other 
important vitamins. This special formula helps assure, 
in multiparas, the extra nutritional protection they— 
particularly* —need. It naturally follows that this for- 
mulation will be adequate for the primigravida. 
*Traylor, J. B., and Torpin, R.: Am. J. Obst. & Gynec. 61:71-74 (Jan.) 1951. 


With their new smooth coating, Natalins tablets are 
easier to swallow—and they disintegrate rapidly and 
fully for maximum utilization. 


For your convenience in specification, Natalins tab- 
lets and Natalins Basic tablets have replaced all other 
Natalins formulations. $2461 


\ Mead Johnson 
Laboratories 


Symbol of service in medicine 


| 
| 
| 

| 

| 

| 

. 


GP 


ARMOUR PHARMACEUTICAL COMPANY 
ANNOUNCES THE FIRST SELECTIVE TENSITROPIC 


L C A 


1am pleased to inform you of the latest development in our Company's continuing research 
for superior chemotherapeutic agents. 


For patients suffering from tension/anxiety states, we are offering the medical profession 
Listica— a new and selectively different monocarbamate. Frankly, we would be hesitant 
about entering a field already crowded with good drugs were it not for the marked 
differences Listica presents, 


Listica is not “just another tranquilizer.’ We, therefore, call it The First Selective Ten- 
sitropic. Here are the reasons why: 


New Listica allays tension/anxiety in as many as 89% of cases by selectively inhibiting 
impulses through internuncial pathways of the central nervous system. However, it does 
not affect the unconditioned response; thus, Listica does not induce apathy or impair acuity. 


The past three and one-half years of clinical studies have demonstrated the safety and 
efficacy of Listica in 1,759 patients. There have been no reports of contraindications, 
toxicity, habituation or serious side effects. 


One tablet q.i.d. is adequate dosage to allay tension/anxiety, maintain acuity, and promote 
eunoia*—"a normal mental state.” This simple, effective dose remains the same, even 
in maintenance therapy. 

We are sending you samples and published clinical reports on Listica. We will be happy 


to send you a copy of the first “Symposium on Hydroxyphenamate” on request. | believe 
you will find Listica a valuable addition to the arsenal of chemotherapeutics for combatting 


tension /anxiety in your practice. 


Robert A. Hardt, President 


P.S.: Physicians who prefer generic names prescribe ‘Hydroxyphenamate, Armour.” 


LISTICA—Hydroxyph te, Armour. ©1961,A.P.CO. *Stedman's Medical Dictionary. 
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allays TENSION/ANXIETY... 
maintains acuity... promotes eunoia*. . . 
facilitates somatic diagnosis and therapy 
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GP 


SELECTIVE TENSITROPIC 


lifts the facade of 
TENSION/ANXIETY 


maintains 
normal acuity 


enhances 
physician-patient 
rapport 


without known 
toxicity or 
contraindications 


without serious 
side effects 
or habituation 


with convenient 
dosage and 
availability 


November 1961 


New Listica allays tension /anxiety in as many as 89% of cases,?"!3 by selectively 
inhibiting impulses through internuncial pathways of the central nervous system. 
Whether the patient's tension /anxiety is psychosomatic or a complication of 
somatic disorder, Listica reduces or eliminates the excess impulsivity seen in 
tension /anxiety states. 


Unlike many drugs, Listica does not affect unconditioned response or normal 
motor activity. Thus, Listica allays tension and anxiety without inducing apathy 
or impairing acuity; patients are able to pursue normal activities, such as driving, 
reading, writing, etc., without interference from.drug therapy. 


As it removes tension/anxiety, fear and frustration, LISTICA PROMOTES EUNOIA*— 
“a normal mental state." It bares the patient's true somatic condition, and facili- 
tates diagnosis and therapy. Patients are more tractable to concomitant drug 
therapy, respond better, faster. 


Listica is safe, as well as effective. Chronic studies" in rats (12 months) and dogs 
(6 months) were free of toxic manifestations at oral dosage levels as high as 200 
mg./kg./day (approximately 10 times the recommended human dosage). No mac- 
roscopic or microscopic changes in tissues, organs or blood indicative of toxicity 
were observed, even at doses up to 320 mg./kg. In humans, there have been no 
adverse blood, urine or cardiac changes; liver profiles were negative, and jaundice 
has not been noted. 


During three and one-half years of clinical study in 1,759 patients,?"! Listica has 
produced no serious side effects. Less than 4% of patients experienced any side 
effects, and these were invariably minor and transient. Most frequent (38 cases) 
was mild drowsiness, which disappeared after the first few days of Listica therapy. 
Habituation, cumulative effects, or withdrawal symptoms have not been noted, 
even in patients taking Listica as long as two years. 


One Listica tablet, q.i.d., is the recommended dosage. Listica is supplied in bottles 
of 50 tablets on prescription only, by pharmacies everywhere. Each tablet contains 
200 mg. of Hydroxyphenamate, Armour. 


References: 

1Bastian, J. W.: Classification of CNS Drugs by a Mouse Screening Battery. To be published in Intern. 
Arche. de Pharmacodynamie; 2Hubata, J. A., and Hecht, R. A.: Review of Clinical Use of Hydroxyphena- 
mate (Listica) in 1,759 Patients. To be published in Clinicai Medicine; 3Taub, S. J.: Management of 
Anxiety in Allergic Disorders—New Approach. To be published in Psychosomatics; 4Cahn, B.: Experi- 
ence with a New Tranquilizing Agent (Hydroxyphenamate). /bid; 5Davis, O.F.: On Use of Hydroxyphena- 
mate in Anxiety Associated with Somatic Disease. To be published; Alexander, L.: Effect of Hydroxyphen- 
amate on Conditional Psychogalvanic Reflex in Man. Supplement to Diseases of the Nervous System, 
Sept., 1961; 7Cahn, B.: Effect of Hydroxyphenamate in Treatment of Mild and Moderate Anxiety States. 
Ibid; 8Cahn, M. M., and Levy, E. J.: Use of Hydroxyphenamate (Listica) in Dermatological Therapy. 
Ibid; 9%Eisenberg, B. C.: Amelioration of Allergic Symptoms with a New Tranquilizer Drug (Listica). /bid; 
10Friedman, A. P.: Pharmacological Approach to Treatment of Headache. /bid; 1'Greenspan, E. B.: Use 
of Hydroxyphenamate in Some Forms of Cardiovascular Disease. /bid; 12Gouldman, C., Lunde, F., and 
Davis, J.: Clinical Trial of Hydroxyphenamate in Alcoholic Patients. /bid; ‘3McLaughlin, B. E., Harris, J., 
and Ryan, E.: Double Blind Study Involving “Listica,"" Chlordiazepoxide, and “Placebo” as Adjunct to 
Supportive Psychotherapy in Psychiatric Clinic. /bid; ‘4Bastian, J. W.: Pharmacology and Toxicology 
of Hydroxyphenamate. /bid; 15Bossinger, C. D.: Chemistry of Hydroxyphenamate. /bid, 


ARMOUR PHARMACEUTICAL COMPANY, KANKAKEE, ILLINOIS 
Physicians who prefer generic names prescribe hydroxyphenamate. 


LISTICA—Hydroxyphenamate, Armour. © 1961, A.P. CO, *Stedman's Medical Dictionary 
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CAPSULES, 150 mg., 75 mg. Dosage: Average infections— 
150 mg. four times daily. Severe infections—Initial dose of 
300 mg., then 150 mg. every six hours. 

PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with cali- 
brated, plastic dropper. Dosage: 1 to 2 drops (3 to 6 mg.) 
per pound body weight per day — divided into four doses. 
SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored). 
Dosage: 3 to 6 mg. per pound body weight per day—divided 
into four doses. 


‘urethritis 


infections 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 


PRECAUTIONS -— As with other antibiotics, DEcLoMYcIN ma 
occasionally give rise to glossitis, stomatitis, proctitis, nau: 
diarrhea, vaginitis or dermatitis. A photodynamic reaction « 
sunlight has been observed in a few patients on DECLOMYCIN 
Although reversible by discontinuing therapy, patients shoul 
avoid exposure to intense sunlight. If adverse reaction or icio 
syncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility wi 
DECLOMYCIN, as with other antibiotics, and demands that th 
patient be kept under constant observation. 
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n added measure of protection 


YCIN 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


8 against relapse—up to 6 days’ activity on 4 days’ dosage 


ud against secondary infection—sustained high activity levels 


against “problem” pathogens—positive broad-spectrum antibiosis 
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CHILD'S PAIN 


MAIL THIS CARD 
TODAY FOR A 
COMPLIMENTARY 
TRIAL SUPPLY OF 
ANALEXIN SYRUP AND 
SUCH OTHER 
NEISLER PEDIATRIC 
MEDICATION AS MAY 
INTEREST YOU. 

(SEE REVERSE SIDE 
OF THIS PAGE) 


a new product specifically synthesized for children 


analexin syrup 


Powerful Analgesia with Antipyretic Response 


the difference is that in children, pain is more 
frequently accompanied by fever. 


New Analexin Syrup’s analgesic effectiveness is equal 
to virtually any pain. . . even the severe pain of otitis 
or that of injury or trauma. Its inherent antipyretic 
response combats associated fever. 


Analexin Syrup also has an unparalleled margin of 
safety. It is non-narcotic and not narcotic related. 
There is no evidence suggestive of tolerance or cumu- 
lative toxicity. No adverse effects have been reported 
on bone marrow, cardiovascular, respiratory, kidney 
or central nervous systems. 


FORMULA: DOSAGE: 
Each 5 cc. con- Children under 3 years old, 
tains 100 mg. of 1 teaspoonful 3 or 4 times 
phenyramidol daily; 3 to 12 years old, 2 
salicylate. teaspoonfuls 3 or 4 times 
daily. 


ANALEXIN SYRUP IS ANOTHER ACHIEVEMENT OF NEISLER RESEARCH 


IRWIN, NEISLER & CO. DECATUR, ILLINOIS 


PLEASE SEND ME A TRIAL SUPPLY OF: 


analexiy’ syrup 


PLEASE LIST ANY OTHER PRODUCTS OF WHICH YOU WOULD LIKE SAMPLES: 


(PLEASE PRINT) 


AUTHORIZED SIGNATURE 


HIS CARD MUST BE SIGNED BY 
LICENSED PHYSICIAN.) 
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why formulate products 
specifically for pediatric use? 


Many pediatric preps rations ate merely fraction! doses of products for “Thess we 


often neglect the. specialized: therapy required pediatiics. Of ly 
dosages that will be ac awell theyare is rewarded 
_ by the sGperior restless the cle beDlind 
But production is only half the task. The end productanust be prove effica: alery, 
Neisler takes special. steps by having its pédiaiic reated pedias Tor 
Rynatan and R ynatusa Suspension formulations have mere clinical paperpte ti 


of theit ing¥edients than any other products for the same Indications 
the only ones of their type to contain DUR/ a sustained pris 
has been definitely established; by radioactive tracer studies, to contmal drug: ic. oe 
Thus, your satisfaction—and that of yolir patients and Their parce befor ite yore 
‘prescription for any of the Neisier products Light Below. 
RYNATAN® Suspension—for long-acting nasal deconges tien 
FORMULA: Each 5 cc. containg pyrilamine 12.5 DOSABE: 42 hou: 
yleparine tennate, 5.0 mg; chiorphenitamine tannete, 2.0 1/3 tan, 


FORMULA: Each 5 cc. contains carbetapentane DOSAGE: Bach 32 6 2 
30 mg.; ¢hlorpheniramine tannete, 4 mg; ephedtine tannate, & me.; i/3 tebe L wel 
phenylephrine tarmate, 5 mg, 


Pediatric Tablets—express!y for the asthmatic 


Painite Pediatric tablets relieve bronchoconstriction, proc vce a markedincreose iit ¥, wit! 
effects, An exclusive feature, protected aminophylline (J. 5. Pat, No. 566,375), He f tolerance 
thus insures sustained therapeutic aminophylline bicod ‘level 
FORMULA: Eacly tablet contains; aminopiiitine, 1 gr. ephedrine HCl, — Age 2-6 yr. 2 
1/12 gr.; phenobarbital, ers ethyl aminobengoate, c-.; aluminum . at So) the 
hydroxide, 1/2 ti OF as directs: 
in Human Sebjects Uti izing Radioactive Teche: 40. Segai, M ot Adlergy 172443 1958, 11, ¢ Banta 
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LIFTS 
DEPRESSION 
CALMS 


“I feel like my old self again!” Thanks to your balanced Deprol therapy, her depression has 
lifted and her mood has brightened up — while her anxiety and tension have been calmed down. 
She sleeps better, eats better, and normal drive and interest have replaced her emotional fatigue. 


Brightens up the mood, brings down tension 


Deprol’s balanced action avoids “seesaw” effects of 
energizers and amphetamines. While energizers and 
amphetamines may stimulate the patient — they 
often aggravate anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression and emotional fatigue. 


These “seesaw” effects are avoided with Deprol. It 
lifts depression as it calms anxiety — a balanced 
action that brightens up the mood, brings down 
tension, and relieves insomnia, anorexia and 
emotional fatigue. 


Acts rapidly — you see improvement in a few days. 
Unlike the delayed action of most other antidepres- 
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sant drugs, which may take two to six weeks to 
bring results, Deprol relieves the patient quickly — 
often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely —no danger of liver or blood damage. 
Deprol does not cause liver toxicity, anemia, hypo- 
tension, psychotic reactions or changes in sexual 
function — frequently reported with other drugs. 


“Deprol* 


Dosage: Usual starting dose is 1 tablet q.i.d. When necessary, this 
may be increased gradually up to 3 tablets q.i.d. With establishment 
of relief, the dose may be reduced gradually to maintenance levels.. 
Composition: 1 mg. 2-diethylaminoethyl benzilate hydrochloride 
(benactyzine HCl) and 400 mg. meprobamate. Supplied: Bottles. of 
60 light-pink, scored tablets. Write for literature and samples. 
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when important! 


THE COMPLETE 
HEMATINIC 


4 THAT COMPARES 
lat IN COST 10 
STRAIGHT 
One tablet dosage | IRON THERAPY 


(from approx. 5 gr. ferrous fumarate) 
STuARTINIC provides high amounts of a most effective | VITAMIN B COMPLEX 
iron salt* plus B Complex and C in a single tablet with Bi (thiamine mononitrate).... 2 mg. 
less irritation or nausea * * at a lower cost for a complete Be (riboflavin) ............ 2mg. 
Hematinic. Only one tablet a day provides enough iron Be (pyridoxine hydrochloride) . 0.5 mg. 


for most patients. Niacinamide ............ 
d-Calcium Pantothenate 


*Blood, 15:540 (April) 1960 Liver (desiccated) 
** Am. Pract. & Digest Treat., 10:461 (March) 1959 VITAMIN C (ascorbic acid)... . 


THE STUART COMPANY, PASADENA, CALIFORNIA 


Available at all pharmacies in bottles of 
100 tablets. 
fessional 
13400/411) Professional samples available upon request 
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mg. 
2 mg. 
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new infant formula nearly identical to mother’s milk' in nutritional breadth and balance 


Infant formula 


Enfamil babies are satisfied babies. Weight gains are good, and regurgitation is minimal. 
Normal stool patterns. Enfamil was compared with 3 other formulas in a well-controlled 
institutional study.? Stool frequency was low, and stool consistency was intermediate be- 
tween the extremes of firmness and softness. 

1, The Composition of Milks, Publication 254, National Academy of Sciences and National Research Council, Revised 
1953. 2. Brown, G. W.; Tuholski, J. M.; Sauer, L. W.; Minsk, L. D., and Rosenstern, I.: J. Pediat. 56:391 (Mar.) 1960. 
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Symbol of service in medicine 
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EPIDEMIC OBESITY 


your patients need 
your kinds of help 


The slender willpower of the obese patient is no match for the heavyweight forces of 
commercial temptation. Millions of dollars are spent to obsess him with the fattening, 
forbidden foods that have made obesity ‘‘epidemic’’ . . . while more millions promote 
the latest fads in diets. No wonder the patient, bedeviled and bewildered, loses the 
struggle against temptation... 


For willpower alone is not enough. Your kinds of help are sorely needed. You 
alone can meet the patient’s individual need for authoritative diagnosis and 
advice in the struggle against overweight. You alone can help the patient 
deal with underlying emotional factors and establish sensible eating habits. 


It can be a difficult task. Temptation sometimes triumphs. But not as often, 
when your kinds of help include your selective use of . . . 


for “sedentary” overeaters 


8 ETANM a ‘strasionic’ release anoretic 


Each capsule of each strength con- nervous stimulation. Accidental BIPHETAMINE ‘20’ 

tains equal parts of d-amphetamine overdose may be treated by lavage’ (20 mg.) 

and dl-amphetamine as ue ex- and sedation. Precaution: Although 

compen singularly initial from side effects, 

na’ polystyrene 
hour appetite appeasement with i i BIPHETAMINE ‘12% 
mild invigoration. Side Effects: i Pp ds, in 'y (12.5 mg.) 

may in- i i 

clude dryness of mouth, insomnia, ac irregularity. 

and other signs of mild central BIPHETAMINE 


(7.8 mg.) 


for “active” overeaters 


NAM a ‘strasionic’ release anoretic 


PHENTERMINE RESIN 


Each of each ‘phenyl be trent may 
tains phentermine (pheny! trea’ y lavage an ation. 
butylamine) as a cation ng : Although  singularl lONAMIN 30 
resin complex of sulfonated per. free from side effects, use wit (30 mg.) 
ps Effects: 10-14 Eau, renee initial care in patients ‘hypersensi- 
appeasement. Side £; hen tive to sympathomimetic com- IONAMIN 15’ 
they occur, these may | poe dry- nds, in coronary disease, severe 
ness of mouth, insomnia, and other (15 me.) 
signs of mild central nervous stim- 


for “refractory” overeaters 


“Rea ETA N a ‘strasionic’ release anoretic 


40 mg. Tuazo) methyl-3- PHET 
orthotal and equal signs of mild central nervous AMINE-T ‘20 
d-amphetamine and dl- stimulation. Accidental overdose 
as cation ex- may treated by la Cathar- 


cha: resin complexes of sulfo- sis sedation. ecaution: 
nated. polystyrene. Hifede:, 10-14 Initiate treat ly in BIPHETAMINE-T 
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Single Capsule Daily Dose 10 to 14 hours before retiring 
STRASENBURGH 


Can we measure the 
patient’s comfort? 


The physician can measure activity of the heart by means of electrocardiography. 
But he has no instrument—no objective test—for measuring comfort. 

For this, he must depend upon his own powers of observation and the patient’s 
own description of how he feels. 

Because these are, admittedly, subjective criteria, the validity of results hinges 
entirely on the experience and objectivity of the investigators involved. 

Such well-qualified clinicians have reported that a new corticosteroid developed 
in the research laboratories of Upjohn actually raises the level of relief obtainable 
with this type of therapy. 

This difference cannot be “proved.” It must be seen. And the only practical way 
for you to do this is to evaluate this new drug critically in your own practice. Please 
do, at your first opportunity. We are confident that you will be glad you did. 


The new corticosteroid 
from 
Upjohn research 


Each tablet contains Alphadrol (fluprednisolone ) 0.75 mg. 
or 1.5 mg. Supplied in bottles of 25 and 100. 


The anti-inflammatory activity of Alphadrol is comparable to the best effects 
obtained in current practice. Results obtained with Alphadrol have been such as to 
warrant classifying it among the most efficient steroids now available. 
More than twice as potent as prednisolone, Alphadrol exhibits no new or bizarre 
side effects. Salt retention, edema or hypertension, potassium loss, anorexia, muscle 
mm Weakness or muscle wasting, excessive appetite, abdominal cramping, or increased 
| abdominal girth have not been a problem. 


The benefits of Al (anti. antiallergic, anti- emoti 
rheumatic, in acute rheu- As in all corticotherapy, however, there are certain 
matic carditis, rheumatoid arthritis, asthma, m, hag fever and allergic to be observed. The presence of diabetes, osteoporosis, chronic psy- 
disorders, dermatoses, blood dyscrasias, and ocular inflammatory chotic reactions, mn gery to thrombophlebitis, hypertension, 
disease involving the posterior segment. congestive heart failure, renal insufficiency, or active tuberculosis 
necessitates careful control in the use of steroids. Like all corti- 
Precautions and contraindications costeroids, Alphadrol is contraindicated in patients with arrested 
Patients on Alphadrol will usually experience dramatic relief without tuberculosis, peptic ulcer, acute psychoses, Cushing’s syndrome, 


ee developing such possible steroid side effects as gastrointestinal in- herpes simplex keratitis, vaccinia, or varicella. | Upjohn | 


Copyright 1961, The Upjohn Company The Upjohn Company 
. Pat. Off. Kalamazoo, Michigan 


for increased pain 


increased analgesia 
DARVON” COM POUND-( Darvon Compound-65 provides twice 


as much Darvon® as does regular Darvon Compound without increase in salicylate con- 
tent or size of the Pulvule®. Usual dosage is 1 Pulvule three or four times daily. 


Darvon Compound Darvon Compound-65 
....« Dawe... Lty 
162 mg. . . Acetophenetidin . . 162 mg. __Darvon® Compound (dextro 


Darvon® (dextro propoxyphene 
32.4mg. ... . Caffeine. . . . 32.4 mg. hydrochtoride, Lilly) 
A.S.A.® (acetylsalicylic acid, Lilly) 


Product brochure available; write Eli Lilly and 
Company, Indianapolis 6, Indiana. 
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Too Many ‘Experts’ 


TWO SUMMERS AGO, a general practitioner from 
Glasgow spent six weeks in the United States 
and Canada. This apparently qualified him as an 
“expert” and he promptly authored three articles 
for the British Medical Journal. The second 
article, entitled “General Practice in the U.S.A.,” 
proves that Dr. William W. Fulton (1) barely 
scratched the surface, (2) came up with many 
erroneous conclusions and (8) doesn’t deserve 
an “expert” badge. In all fairness, we should add 
that the same can be said about some American 
physicians who spend a few weeks in Britain 
and come back as “experts” on socialized 
medicine. 

Dr. Fulton admits that he isn’t an expert—then 
proceeds to list what he terms “valid” generaliza- 
tions. Among them: 

The Forand bill was ‘‘a harmless little measure 
[italics ours] designed to provide the minimum 
of medical care to old-age pensioners at State 
expense.” 

“The shortage of doctors is generally recognized 
as the product of a deliberate policy of restric- 
tion.” 

“Socialized medicine’ is anathema in the U.S., 
not only to the medical profession but to most 
governmental agencies.’’ [Again, italics are ours.] 

Dr. Fulton apparently prefers socialized med- 
icine. Most of his colleagues in this country 
want no part of a similar plan. Ergo, we have a 
suggestion: Let them keep their system; we’ll 
keep ours. Furthermore, let’s all stop being 
“experts.” 


The ‘Natural Food Supplement’ 


THE AUTOMOBILE and proprietary drug indus- 
tries seem to share a passion for excess. One 
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no dietician ever encountered. We’ve kept an eye 
on these products and have uncovered, to the best 
of our knowledge, the paternal grandfather of 
them all. 

This so-called ‘comprehensive formula,’ ad- 
vertised as a “natural food supplement,’’ contains 
no less than 92 ingredients. In addition to vita- 
mins and minerals, each tablet contains such 
tasty components as Irish moss powder, ox bile 
extract, Aspergillus orzae enzymes, pea soup 
(dehydrated) and black cohosh root extract. If 
our memory serves us correctly, cohosh root was 
first used by Algonquian medicine men and has 
never been shown essential to human nutrition. 
We suspect the same could be said for many of 
the other 91 ingredients but our knowledge of 
Indian medicinal agents is somewhat limited. 

The accompanying literature (and we use the 
word loosely) might lead the uninitiated to any 
one of several wrong conclusions. One lady told 
us, “If I eat enough of these, I can probably 
live on water!’”’ Another said, “It sounds like a 
seven-course meal!’’ 

Of the 92 ingredients, the manufacturer admits 
that the human nutritional needs of 18 have 
never been established. But the philosophy seems 
to be, “Put ’em in, they won’t hurt anybody— 
and the more ingredients, the more we’ll sell.” 
The simple truth in this is not to be denied. 

If any reader has run across a similar product 
with more than 92 ingredients, let us know— 
we'll add it to our collection. As always, com- 
ments are invited. 


The ECG and the Family Doctor 


ELECTROCARDIOGRAPHIC STUDIES may yield in- 
formation not obtainable by any other diagnostic 
means. Today, ECG’s are done not only on pa- 


crams a hood with more horsepower than a racing 
car; the other crams a tablet with run-of-the-mill 
vitamins and minerals plus umpteen ingredients 
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tients with heart disease, but also as part of the 
periodic health examination of many adults over 
50 years of age. 

A leading manufacturer of ECG equipment 
estimates that since the end of World War II 
approximately 80,000 single-channel machines 
have been sold in the United States. About 60 
to 70 per cent of these instruments were pur- 
chased by general practitioners or internists; 20 
to 25 per cent have gone to hospitals and large 
clinics, and the balance distributed among cardi- 
ologists, research laboratories, industry, insur- 
ance companies and “miscellaneous.”’ Although 
general practitioners constitute the largest group 
of users of electrocardiographs, the opportunities 
for any individual physician to obtain wide ex- 
perience in this field from his own practice are 
necessarily limited. 

One of the great dangers of electrocardiography 
is that of making a diagnosis of heart disease 
where none exists. It is imperative, therefore, 
that the user be aware of the many variations 
from ‘normal’ and especially be alert to the 
possibility that improper technique in obtaining 
or mounting the tracing may give results which 
lead to diagnostic difficulties and even inac- 
curacies. The latter probably does not arise in a 
high percentage of all tracings taken but in a 
recent survey of 492 problems in ECG diagnosis, 
improper technique was responsible for the prob- 
lem in approximately 9 per cent. 

Technical errors can be divided into three gen- 
eral categories: The first group consists of those 
which prevent accurate measurement or study 
but which are obvious on even cursory examina- 
tion of the tracing. These include alternating 
current, somatic tremor, artifacts, shifting base- 
line, improper standardization, improper center- 
ing of the stylus, dirty or rotated stylus and 
leads which are too short for adequate study. 
While such shortcomings do not always make 
interpretation impossible, it is probably no wiser 
to make a diagnosis from such inadequate curves 
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than to attempt to read an x-ray taken with 
faulty technique. 

The second group is not as obvious but becomes 
evident only when study of the tracing shows it © 
to differ markedly from the expected. Errors of 
this type arise from transposition of the limb 
electrodes, improper placement of the chest elec- 
trodes, confluence of the electrode paste, failure 
to turn the switch from aVF to V and improper 
editing, labeling or mounting of the tracing. In 
the latter instance, for example, small R plus 
deep S waves, if mounted upside down, become 
deep wide Q waves followed by small S waves. 
Detection of such errors requires alertness and a 
high index of suspicion. 

The third group consists of knowledge or judg- 
ment errors which result in an insufficient num- 
ber of leads, tracings taken at improper time or 
stage of the illness under study or an inadequate, 
incomplete clinical history. It must be pointed 
out, especially to the uninitiated, that the elec- 
trocardiogram, like most laboratory tests, is non- 
specific and does not give the diagnosis by itself. 

Avoidance of these errors requires careful at- 
tention to the technique of electrocardiography. 
It is wise to observe the tracing as it is being 
recorded. This helps the doctor recognize and 
eliminate those artifacts which will interfere 
with accurate study. At the same time, he can 
make sure that the strips are long enough to 
show, adequately, the significant findings or vari- 
ations. Furthermore, since the physician fre- 
quently depends on a technician for the recording, 
labeling and mounting of the tracings, it is essen- 
tial that the electrocardiog:apher be constantly 
on the alert to changes that may be due to tech- 
nical causes rather than cardiac disease. Finally, 
the electrocardiogram must be recorded and in- 
terpreted in the light of the entire clinical picture 
and cannot replace the knowledge, experience 
and judgment of the physician. 

JOSEPH E. F. RISEMAN, M.D. 
Harvard Medical School 
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From the 
Medical Editor’s Desk 


Modern Multiple-Choice Examinations 


EXAMINATIONS to ascertain a candidate’s know]l- 
edge of a medical subject have been used for 
centuries. The pattern of an essay- or discussion- 
type question for the written portion had become 
pretty much standardized up to the advent of the 
modern multiple-choice examination. The answers 
ranged from concise, clear expositions to those 
that were long, involved and sometimes inco- 
herent. It was almost axiomatic that the candi- 
date’s knowledge of the subject was inversely 
proportional to the number of words used in an- 
swering the question. The examiner would, as a 
rule, grade not only as to the correctness of the 
answer, but also on the way the question was 
handled by the candidate. It is possible with the 
essay type of examination to learn a great deal 
about the judgment and background knowledge 
of the one taking the examination. The difficulty 
with the old style examination is largely con- 
cerned with grading. Not only is this a tremen- 
dous chore, but the answers are often difficult to 
grade. This explains the trend away from numeri- 
cal scoring to letters. For statistical purposes, 
however, the letters must be converted to numbers. 
Thus, a grade ““C”’ would be equivalent to 75%. 
The most important problem of this type of 
examination is that too much is left to the judg- 
ment and occasionally the prejudice of the ex- 
aminer. Answers hard to read because of poor 
penmanship or poor grammar might well receive 
a lower grade than deserved on the basis of con- 
tentalone. Also many studies show two examiners, 
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grading the same papers independently, often 
give very different grades. 

The multiple-choice examination such as the 
GP Quiz eliminates many of the faults of the 
older type of examination. A new book on the 
subject, entitled Multiple-Choice Examinations in 
Medicine, by Hubbard and Clemans has just 
appeared. These authors have, for years, concerned 
themselves with the preparation and scoring 
of National Board Examinations and are 
authorities in this field. They point out that ‘In 
order for multiple-choice testing methods to be 
successful, both examiner and examinee need to 
be familiar with the techniques and pitfalls that 
may be encountered. The manner in which the 
test questions are prepared and put together, the 
procedure for scoring, analyzing and reporting 
the results—all have a bearing upon the conclu- 
sions drawn from the performance of the indi- 
viduals and groups tested.’’ Questions can be de- 
signed, as shown in this book, not only to test an 
individual’s knowledge, but also “the more subtle 
qualities of discrimination, judgment, and rea- 
soning.’’ Case histories, electrocardiograms, 
charts and roentgenograms may be used such as 
is done in the GP Quiz from time to time. Grad- 
ing is easy and can even be done by machine. 
Actually between 300 and 500 answer sheets can 
be scored per hour by an IBM machine. 

One of the criticisms of this method is that 
those who make lucky guesses get higher grades 
than they should. Hubbard and Clemans go into 
this question at length and show that by guessing 
alone only one person out of 1,000 would achieve 
ascore as high as 57 or a percentage performance 
of 29, which is almost certain to be below the 
lowest score achieved by the group for which the 
test was designed. 

With improved methods of preparing the test 
questions and ease and lack of prejudice in scor- 
ing, the modern multiple-choice examination will 
probably replace the old essay type altogether. 

ARTHUR C. DEGRAFF, M.D. 
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Diseases of the Esophagus 
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EDGAR G. HARRISON, JR., M.D. 
Section of Surgical Pathology 
(Za 
HERBERT W. SCHMIDT, mp. 
eee Section of Medicine 
: Sa Mayo Clinic and Mayo Foundation 
| Rochester, Minnesota 


The esophagus may be involved in a number 
: of conditions. Among these are tracheo-esophageal 
fistulas, cysts, diverticula, achalasia, hiatal 


| =. ree, hernias, esophagitis with or without ulceration, 

| A 4 at scleroderma, varices and neoplasms, both benign 
3 "7°, . and malignant. In addition, the esophagus 
4 may be injured by ingested materials. 
THE ESOPHAGUS is a distensible musculomem- 
ay} branous tube with a usual length in adults vary- 
rd eds ing from 24 to 28 em. It begins as a prolongation 
a of the funnel-shaped hypopharynx in the neck and 
oot extends downward in the posterior mediastinum 
veut and through the diaphragm, ending in the ab- 
Bede domen where it joins the cardia of the stomach. 
Four principal anatomic narrowings occur in the 
par esophageal lumen, namely: (1) at the level of the 
wee cricoid cartilage, (2) opposite the aortic arch, (3) 
| Be F pee? at the left main bronchus and (4) at the dia- 
bs ey phragm. These are sites of possible lodgment of 
3 wifes foreign bodies and of chemical burns, and certain 
| ! Err strictures and tumors have some predilection for 
these zones. 
f tree The important muscular vestments are an inner 
¢ Pees circular layer and an outer longitudinal layer; 
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these layers are of skeletal muscle in the cervical 
portion of the esophagus and are gradually re- 
placed by smooth muscle in the thoracic region. 
A potential zone of weakness is seen in the small 
muscular defect between the inferior pharyngeal 
constrictor and the cricopharyngeus muscle, 
where pharyngo-esophageal diverticula are prone 
to occur. 

The integrity of the inner lining of stratified 
squamous epithelium in the esophagus is an im- 
portant factor in the strength of its wall. Islands 
of heterotopic gastric mucosa may be found fre- 
quently at necropsy. Such ectopic mucosa may 
produce a filling defect at roentgenologic studies. 
A few rare cases have been reported in which the 
esophagus is lined by gastric mucosa. 


Tracheo-esophageal Fistulas 


Such fistulas are among the most common 
congenital anomalies involving the esophagus. It 
has been estimated that this anomaly occurs once 
in 2,500 births. Basically, it is the result of im- 
proper separation of the trachea from the esoph- 
agus as it develops from an outpouching of the 
foregut of the embryo. In the most common type, 
present in 70 to 80 per cent of such cases, the 
upper segment ends as a blind pouch, whereas the 
lower segment communicates with the trachea, 
about 0.5 em. above the bifurcation. In the less 
frequent types, both segments or only the upper 
segment communicates with the trachea. In gen- 
eral, these anomalies are incompatible with life 
unless they are surgically treated, which is possible 
in 85 per cent of the cases. 

Total atresia, wherein the esophagus is repre- 
sented by only a fibrous cord, and apparent agene- 
sis of the esophagus also may occur. Other con- 
genital defects that involve the esophagus alone 
include benign stricture, webs and congenital 
narrowing or shortening. A few cases of congenital 
tracheo-esophageal fistulas of small size have been 
reported in adults. 
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The majority of tracheo-esophageal fistulas in 
adults are of the acquired type (Figure 1). The 
five main causes of these acquired fistulas are 
malignant tumors of the esophagus (the most 
common), infections, trauma, esophageal diver- 
ticula and esophagomalacia. About half of the 
carcinomas of the esophagus at the level of the 
tracheal bifurcation are said to produce tracheo- 


esophageal fistulas. 


Cysts 


Enterogenous cysts are also of developmental 
origin and may be found at times in the wall of the 
esophagus. These may have linings of respiratory, 
esophageal or gastrointestinal type. They are said 
to be derivatives of the embryonic foregut when 
they are located in the middle third and to be 
gastroenteric derivatives when they are found in 
the lower third of the esophagus. The rare dupli- 
cations of the esophagus are of similar derivation. 
These tubular structures often join the true 
esophagus or stomach at their lower end. Second- 
ary infection or peptic ulceration may result in 
perforation and fatal mediastinitis. 


Dwverticula 
PULSION DIVERTICULA 

Esophageal diverticula are classified as either 
pulsion or traction in type. Pulsion diverticula 
arise at points of weakness in the wall of the 
esophagus. The intraluminal pressure accompany- 
ing swallowing gradually produces a bulge of sub- 
mucosa and mucosa through these weak points 
that constitutes a false diverticulum. 

About 90 per cent of pulsion diverticula are of 
the pharyngo-esophageal or Zenker’s type (Figure 
2). These arise in the zone that is deficient in 
muscle—between the inferior pharyngeal con- 
strictor and the cricopharyngeus muscle. 

Complications of these pulsion diverticula in- 
clude esophageal obstruction, diverticulitis, ul- 
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Diseases of the Esophagus 


FIGURE 1. Acquired tracheo-esophageal fistula caused by 
mediastinal tuberculosis. Note the probe in the fistulous tract 
and the caseous lymph nodes. 


| METRIC 1) 


FIGURE 2. Surgically resected pharyngo-esophageal (Zenker’s) 
diverticulum, viewed from esophageal side to show narrow 
ostium. 
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ceration, hemorrhage and even perforation with 
mediastinitis. Carcinoma may develop in such 
diverticula. 

Epiphrenic Diverticula. About 10 per cent of 
pulsion diverticula are of the epiphrenic type. 
These are also false diverticula and usually occur 
on the right side in the lower third of the esoph- 
agus. An important association of cardiospasm, 
hiatal hernia or diffuse spasm occurs in 65 per 
cent of epiphrenic diverticula. 


TRACTION DIVERTICULA 


Traction diverticula usually are located at the 
level of the tracheal bifurcation. These most 
commonly are caused by inflammatory lymph 
nodes, particularly in tuberculosis, that produce 
fibrous traction on the esophageal wall. This pro- 
duces a funnel-shaped diverticulum, with the 
apex of the triangle pointed slightly upward and 
with a wide base. Therefore, the diverticulum 
drains well and rarely produces symptoms. 


Achalasia 


Achalasia, also termed mega-esophagus or 
cardiospasm, apparently is caused by failure of the 
physiologic sphincter of the esophagus (the 
cardiac constrictor) to relax on swallowing and by 
motor failure of the body of the esophagus. The 
flaccid, greatly dilated esophagus characteris- 
tically tapers downward to a narrow, lower seg- 
ment. Partially decomposed food is found in its 
lumen. Inflammatory changes usually are present 
in the wall. Although degenerative changes found 
in the ganglion cells of Auerbach’s myenteric 
plexus may account partially for esophageal mal- 
function, the pathogenesis of these changes has 
not been determined as yet. 


Hiatal Hernias 
Hiatal hernias occur in approximately 0.5 per 


cent of the general population. Three forms of 
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hiatal hernia are described. The sliding type, in 
which there is redundancy of the esophagus, in- 
cludes about two-thirds of hiatal hernias; the 
other kinds are the paraesophageal type and those 
associated with shortening of the esophagus. The 
esophageal shortening that occurs with hiatal 
hernias is usually the result of esophagitis and 
cicatrization (Figure 3); 10 per cent or less of such 
lesions are on a congenital basis. 


Esophagitis and Ulceration 
ESOPHAGITIS 


Esophagitis is probably the most common dis- 
ease of the esophagus. It is reported to be present 
in 7 per cent of routine necropsies. Acute or 
chronic nonspecific esophagitis may accompany 
numerous respiratory, gastrointestinal or sys- 
temic diseases. In addition, the acid peptic factor 
in gastroesophageal reflux from any cause has 
been implicated in the production of esophagitis, 
with its sequelae of ulceration, hemorrhage, per- 
foration or stricture. Hiatal hernia, any incom- 
petence of the cardiac constrictor, indwelling 
nasogastric tubes or chronic emesis from any 
cause may result in severe reflux esophagitis and 
its sequelae. Ulcerations in reflux esophagitis are 
usually superficial and do not involve the mus- 
cularis propria. They may be marginal near the 
esophagogastric junction or linear in the esoph- 
agus. 


ULCERATION 


Uleeromalacia, the ulceration and softening of 
the esophageal mucosa found in reflux esoph- 
agitis, also may occur in other clinical conditions. 
Cushing (1932) pointed out that ulceration of the 
esophagus may be associated with lesions of the 
central nervous system, particularly those involv- 
ing the midbrain. This ulceration may result in 
perforation or hemorrhage. It is thought to be 
caused by increased gastric secretion in addition 
to gastroesophageal reflux. In severe burns, 


GP November 1961 


EDGAR G. HARRISON, M.D. (left), consultant in surgical pathology at 
Mayo Clinic, received a Bachelor of Science degree from the University of 
Illinois, and his medical degree from St. Louis University School of Medi- 
cine. After an internship at St. Louis City Hospital, Dr. Harrison took 
pathology residencies at St. Louis University and Mayo Foundation. He is 
a diplomate of the American Board of Pathology and Clinical Pathology. 
HERBERT W. SCHMIDT, M.D., his coauthor, is consulting physician, Section of 
Medicine, Mayo Clinic, and professor of medicine, University of Minnesota 
Graduate School of Medicine. 


Curling’s ulcers, which are frequently multiple 
and involve the duodenum and stomach, also 
may occur in the esophagus. The importance of 
the alarm reaction and adrenocortical stimulation 
with increased production of hydrochloric acid 
has been pointed out. Mallory and Weiss (1929) 
drew attention to the syndrome of lower esoph- 
ageal and cardial ulceration after protracted 
vomiting, which may result in massive fatal 
hemorrhage. 

Unless it is surgically corrected, perforation of 
the esophagus, whether traumatic or spontaneous, 
is ordinarily fatal because of mediastinitis. 
Spontaneous perforation follows a sudden in- 
crease in intraluminal pressure, such as caused by 
vomiting, straining or a blow on the abdomen. It 
produces a longitudinal tear usually in the left 
posterolateral portion of the esophagus just above 
the cardia. Mucosal ulceration, which greatly re- 
duces the bursting point of the esophagus, is often 
an important predisposing factor. Mediastinal 
emphysema and hydropneumothorax, which may 


FIGURE 3. Ulceration of esophagogastric junction after reflux 
esophagitis associated with hiatal hernia. 
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FIGURE4. Examples of morecommon benign esophagealtumors. 
a. (above) Intramural leiomyoma. The cut surface shows the 
typical whorled appearance. b. (below) Intraluminal polypoid 
fibrolipoma. Such tumors frequently have long stalks. 


Diseases of the Esophagus 


signify esophageal perforation, often are initially 
detected by the radiologist. 

Deep peptic ulcers similar to those found in the 
stomach may occur at the gastroesophageal junc- 
tion. Rarely, they may occur higher in the 
esophagus in zones of columnar epithelium that 
may represent ectopic gastric mucosa; this is the 
so-called Barrett ulcer. When annular, these ul- 
cers may produce obstruction and mimic car- 
cinoma. 


Scleroderma 


Approximately 10 per cent of patients with the 
cutaneous manifestations of scleroderma also 
have esophageal involvement. The extent of the 
cutaneous involvement apparently does not cor- 
relate with the severity of the esophageal disease. 
The esophageal involvement includes fibrous re- 
placement and atrophy of smooth muscle and 


_ sclerosis of connective tissue. These changes also 


may be associated with gastroesophageal reflux, 
ulcerative esophagitis and stricture of the lower 
portion; the esophagus may become so shortened 
that a hiatal hernia is produced. 


Corrosive Esophagitis 


Esophagitis caused by chemical burns is found 
in children under 10 years of age in two-thirds of 
the cases. More than one-half of these cases are 
the result of accidental ingestion of lye. This and 
other alkalies, such as ammonia water, usually 
produce more damage to the esophagus through 
deep liquefactive necrosis than the ingestion of 
acids, which more often produces superficial 
coagulative necrosis. 

Cicatricial stenosis, such as in strictures from 
lye, usually occurs at the aforementioned ana- 
tomic points of narrowing, particularly the middle 
third. 
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Varices 

Esophageal varices, which usually follow ob- 
struction to the flow of portal or splenic venous 
blood, frequently involve the entire length of the 
submucosal esophageal veins, although they are 
more prominent in the lower portion. The peri- 
esophageal veins also are dilated similarly. 
Esophagitis and ulceration of the mucosa overly- 
ing varices are important factors in their subse- 
quent rupture and massive hemorrhage. 


Benign Neoplasms 


Benign tumors of the esophagus may be divided 
into: (1) the intraluminal or pedunculated type 
and (2) the intramural type (Figure 4). They are 
three to four times more common in males than 
in females. 


INTRAMURAL TUMOR 


Leiomyoma. This is the most common benign 
tumor. Since it arises from the smooth muscle of 
the wall of the esophagus, it is usually intramural 
and circumscribed, rarely being polypoid; it 
ordinarily is located in the lower or middle third 
of the esophagus. The overlying mucosa is usually 
intact, and deep excavation with exsanguinating 
hemorrhage, such as may occur in leiomyomas 
found elsewhere in the gastrointestinal tract, has 
not been reported. Occasionally, a leiomyoma may 
encircle the wall of the esophagus and constrict 
its lumen. 


INTRALUMINAL TUMOR 

Fibrolipoma. This is a polypoid intraluminal 
tumor arising from the fibroadipose tissue of the 
mucosa or submucosa. Three-fourths of these 
lesions are located in the upper third of the 
esophagus. Peristalsis aids in developing these into 
elongated, sausagelike structures that may have 
two or more branches. The mucosa may be 
ulcerated superficially. It is a spectacular oc- 
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FIGURE 5. a. (above) Typical squamous cell carcinoma of 
lower part of esophagus. b. (below) Adenocarcinoma in- 
filtrating esophagus from cardia of stomach. 


Diseases of the Esophagus 


currence when one of these tumors is regurgitated 
and hangs down over the chin of the patient. 

Other rare benign tumors that have been re- 
ported include hemangioma, lymphangioma, 
chondroma, osteochondroma, neurofibroma, ade- 
noma and papilloma. 


Malignant Neoplasms 


Malignant tumors of the esophagus are 10 
times as frequent as benign neoplasms, and the 
majority of these are squamous cell carcinomas, 
usually of a high grade of malignancy (Figure 5a). 
They cause 2 per cent of all deaths from cancer 
and are third in order of frequency of carcinoma 
of the gastrointestinal tract, being preceded by 
carcinoma of the stomach and large intestine. 

Males are affected five times more frequently 
than females, and the majority of the patients 
are over 50 years of age. Because of the occult 
development of carcinoma of the esophagus, it is 
unusual to detect squamous cell epithelioma in 
situ except at the margin of an infiltrative growth. 
Certain predisposing factors include diverticula, 
webs, strictures, particularly those caused by lye 
and syphilis. Bigger and Vinson (1950) found that 
carcinoma developed in 3.5 per cent of 200 pa- 
tients with esophageal stricture. The Plummer- 
Vinson syndrome, which has been termed “‘sidero- 
penic dysphagia,” often is associated with car- 
cinoma of an atrophic buccal, pharyngeal or 
esophageal mucosa. 

Although squamous cell epithelioma may occur 
in any portion of the esophagus, it is more com- 
mon in the middle and lower thirds. The growth 
is usually ulcerative, although a rare polypoid 
form may be seen. It tends to become circum- 
ferential and to have sharp margins. The lumen 
is obstructed in about 75 per cent of cases. The 


lesion penetrates deeply into the wall and since 
the esophagus does not have a serosa it easily 
involves the periesophageal tissues. Submucosal 
extension beyond the gross limits of the tumor is 
usual. Lymph nodes are involved in 70 per cent 
of cases; these nodes may be in the cervical, 
mediastinal or abdominal region because of the 
abundancy of overlapping lymphatic vessels. 
Adenocarcinoma frequently involves the lower 
third of the esophagus and the cardioesophageal 
junction; it is usually considered to be a primary 
tumor of the stomach in this location (Figure 5b). 
It may be grossly indistinguishable from a primary 
squamous cell epithelioma of the esophagus. At 
the present time, the literature contains reports of 
12 cases of adenocarcinoma of the upper and 
middle thirds of the esophagus, and it has been 
suggested that these tumors may have arisen from 
ectopic gastric mucosa or esophageal submucosal 


- glands. Adenocarcinoma also has been reported in 


a gastric-lined esophagus. 

In a recent review of 909 cases of carcinoma of 
the esophagus and cardia, Ellis and associates 
(1959) pointed out that squamous cell epithelioma 
of the esophagogastric junction has a more favor- 
able prognosis than do lesions involving the upper 
half of the esophagus or adenocarcinomas of the 
esophagogastric junction, which have by far the 
worst prognosis. 

About four-fifths of sarcomas of the esophagus 
are located in the lower third. A total of 21 cases 
of leiomyosarcoma of the esophagus had been 
reported up to 1958. These tumors tend to form 
masses that project into the lumen or become 
pedunculated, and the overlying mucosa may be 
ulcerated. 

Other types of malignant tumors of the esoph- 
agus include carcinosarcoma, fibrosarcoma, mel- 
anoma and lymphoma. 


A coupon for ordering a bibliography accompanying this article may be found adjacent to the Index to Advertisers. 
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Hypervitaminosis A 


B. JOFFE, M.D. 


Bronx Veterans Administration Hospital 
New York, New York 


PROLONGED, continuous overadministration of 
vitamin A for several months, usually acciden- 
tally, occasionally purposely by “vitamin-con- 
scious,” overanxious parents may produce a toxic 
syndrome, hypervitaminosis A, in the young 
child. 

Characteristic findings include anorexia, weight 
loss, general irritability, alopecia and pruritic 
rashes. Tenderness over the long bones is the 
most common symptom and the first sign may 
be the child’s reluctance to stand or walk. Ex- 
ternal swelling over the ends of bones, principally 
the long bones, may be visible or palpable. Dry, 
scaly lips with bleeding fissures at the corners of 
the mouth and dry, excoriated body skin are 
common. 

Confirmatory laboratory findings include x-ray 
evidence of cortical thickening and exostosis for- 
mation of the affected bones and an elevated 
blood vitamin A level. (The normal level is 50 to 
150 1.U.) 

A high index of suspicion may be needed to 
make the diagnosis since the symptoms are some- 
what general. Often, parents will give the child 
6 to 8 dropperfuls daily of a vitamin A prepara- 
tion instead of 6 to 8 drops. Sometimes they are 
reluctant to admit having given the overdosage 
and their overconcern with vitamins may be a 
helpful clue. 

A history of excessive ingestion of vitamin A, 
elevated vitamin A blood level and x-ray evidence 
of cortical thickening and exostosis formation are 
necessary to confirm the syndrome’s presence. 
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FIGURE 1. Exostosis formation in a child suffering from 
hypervitaminosis A. 


Subjective symptoms rapidly clear when over- 
dosage stops. X-ray findings take longer to dis- 
appear, but eventually all subjective and objective 
findings evanesce when overingestion of vitamin 
A is stopped. 
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Bleeding Disorders 
of the Newborn Infant 


ARTURO J. ABALLI, m.p. 


Department of Pediatrics 
University of Tennessee School of Medicine 
Memphis, Tennessee 


Accurate knowledge of the etiologic, clinical 
and therapeutic aspects of bleeding disorders 
in the newborn may lead to a reduction 

of the still very high mortality. 

Newborns, particularly premature infants, 
have difficulty in forming clotting factors. 
The intensity of this clotting defect varies 
greatly but it can be prevented and treated 
effectively by vitamin K. Undoubtedly, very 
large doses of vitamin K are toxic, but smaller 
quantities do not have any deleterious effect. 
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HEMORRHAGIC LESIONS are often encountered at 
post-mortem examinations of newborns, particu- 
larly in premature infants. Frequently, these 
lesions appear dependent on a combination of 
exogenous factors such as hypoxia, sepsis or trau- 
ma, with certain inherent defects of the hemo- 
static mechanisms. Much less frequently they 
seem to depend almost exclusively on disturb- 
ances of coagulation. Regardless of their patho- 
genesis, such lesions may be responsible for the 
death of the infant or aggravate considerably his 
condition during life. A better knowledge of the 
etiologic, clinical and therapeutic aspects of bleed- 
ing disorders in the newborn may lead to a re- 
duction of the still very high mortality of this 
period of life. 

In the present discussion, some of the most 
outstanding features of this problem will be 
noted. We shall give special attention to hemor- 
rhagic disorders where an inherent predisposition 
on the part of the infant appears particularly 
prominent. Some well-known traumatic types of 
hemorrhage will not be included. 

Conditions associated with bleeding in the new- 
born, which we shall discuss, include: 

1. Hypoprothrombinemia of the newborn. 

2. Hemorrhagic disease due to vitamin K de- 
ficiency. 

3. Hemorrhagic disorders due to other defi- 
ciencies characteristic of the newborn. 

4. Platelet defects in the newborn, particularly 
thrombocytopenic purpura. 

5. Hereditary coagulation diathesis. 

In addition, we shall consider separately sev- 
eral localized hemorrhagic syndromes. Through- 
out this discussion, we shall follow the basic prin- 
ciples concerning coagulation which appear in 
Table 1. 


‘Hypoprothrombinemia’ of the Newborn 
The term “hypoprothrombinemia” as em- 
ployed here is a misnomer. It has been applied to 
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the characteristic clotting defect which develops 
during the second to fourth days of life in many 
newborns not given vitamin K _ prophylaxis. 
Studies performed during the past decade show 
conclusively that the alteration of coagulation 
which is present is much more complex and not 
limited to prothrombin alone. The widespread 
use of one-stage prothrombin techniques such as 
Quick’s method to diagnose and follow such dis- 
orders has tended to maintain the original term 
of “hypoprothrombinemia.”’ We now know that 
such tests, though of considerable practical value, 
do not depend upon the status of prothrombin 
alone, but are modified by changes in most of the 
factors which take place in the second stage of 
coagulation (Table 1). 

With other techniques it can be demonstrated 
that in many newborns who fail to receive vita- 
min K there is often a marked decrease in true 
prothrombin, Factor VII (proconvertin), Factor 
IX (PTC) and the Stuart-Prower factor. These 


TABLE 1. 


deficiencies are often accompanied by a pro- 
longed clotting time, which can be demonstrated 
more consistently with techniques such as the 
plasma recalcification time or Allen’s method. 
In these infants, bleeding time, capillary fragility, 
platelets, Factor V and AHF are normal. The 
intensity of this mixed clotting defect varies con- 
siderably in different infants, but it can be pre- 
vented and treated effectively by vitamin K. 


CLOTTING FACTOR DIFFICULTY 


The response of clotting time and Quick’s pro- 
thrombin time is complete, but other factors 
[true prothrombin, Factor VII and Factor IX 
(PTC)] continue at slightly subnormal levels. 
This occurs in all newborns whether or not they 
are given the vitamin and persists for several 
weeks or months. It indicates that there is a 
certain difficulty in manufacturing these clotting 
factors. Such a defect appears to be more marked 
in premature infants, particularly in those of a 


The Blood Clotting Mechanism and Its Diagnostic Approach 


First Stage Second Stage Third Stage 
Objective Generate Prothrombin Fibrin Formation 
Thromboplastin Conversion to Thrombin 
Factors VIII (AHG) Prothrombin Fibrinogen 
Involved IX (PTC) V (Proaccelerin) Platelet Accelerator 
X (Stuart) VII Proconvertin — (plus Thrombin) 
PTA X—Stuart 
Hageman Platelet Accelerator 
V (Proaccelerin) Calcium 
Calcium (plus Thromboplastin) 
Preferred TGT Quick’s One-Stage Fibrinogen Determination 
Tests Stypven Time 
Other Prothrombin Specific Tests for Various Factors Thrombin Time 
Investigations Consumption Two-Stage Prothrombin 
Available Partial Thromboplastin Time Prothrombin-Proconvertin 


TGT—Thromboplastin Generation Test 
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very low birth weight. Hence, the newborn shows 
a certain difficulty, which is related to imma- 
turity, in forming clotting factors, though this is 
usually mild and insignificant. Lack of vitamin K 
in these infants intensifies this deficiency consid- 
erably and sometimes causes a pronounced 
coagulation defect which may be of considerable 
importance. The complex alterations described 
above are identical to those found in other va- 
rieties of vitamin K deficiency. 

Vitamin K Requirements. The amount of vita- 
min K necessary to prevent this disturbance ap- 
pears to be very small (considerably less than the 


TABLE 2. 
Sites of Internal and External Hemorrhage 


in Hemorrhagic Disease of the Newborn 


1 2 $ 


Central Ner- 
vous System 1 20 71 


Lungs 
and pleura 
Skin 
Scalp 
Peritoneal 
cavity 
Pericardium 
Thymus 
- Kidney 
Adrenal 
Liver 
Umbilicus 
Gastro- 
intestinal 
Vagina 
Nose 


1—Schloss and Comminskey 
2—Clifford 

8— Beveridge 

4—Townsend 
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doses in current use). A number of years ago it 
was shown that as little as 5 meg. and even 1 or 
2 meg. could prevent “hypoprothrombinemia.”’ 
The natural sources of this factor are the diet 
and the intestinal flora. The initial period of star- 
vation and the absence of bacteria or presence 
of an atypical flora of the gut create favorable 
circumstances during the neonatal period for a 
deficiency of the vitamin. The greater predispo- 
sition of breast-fed infants to “hypoprothrom- 
binemia”’ than artificially fed babies is in ac- 
cordance with the lower levels present in human 
milk. (Cow’s milk contains 2 Dam units per 
milliliter and human milk, 0.5 Dam unit per mil- 
liliter of vitamin K.) To date, no studies have 
been done to determine the relationship between 
the type of flora and the amounts of vitamin K 
being produced. If it is assumed that the require- 
ments are only a few micrograms daily, we can 
explain the marked differences of “‘prothrombin” 
which are observed in different infants who have 
not received any prophylaxis (directly or given 
to the mother). On the other hand, those getting 
vitamin K will always have fairly normal values 
unless affected by disease. 

Until more is known about the other factors 
which pertain to the utilization of natural vita- 
min K, we consider it dangerous to withhold its 
prophylactic use. Undoubtedly, very large doses 
are toxic, but studies to date with smaller quanti- 
ties do not suggest any deleterious effect. In 350 
colored infants who received one dose of 2.5 mg. 
of vitamin K at the John Gaston hospital, bili- 
rubin levels were similar to those previously 
reported in other series. 


Hemorrhagic Disease 
due to Vitamin K Deficiency 

A frank tendency to bleed develops in the most 
severe forms of “hypoprothrombinemia.” In 
these babies the levels of various factors become 
extremely low. In a fairly large series of cases we 
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found mean levels below 4 per cent for Quick’s 
test, a very marked deficiency of Factor VII (0.4 
per cent—VII plus Stuart), less than 4 per cent 
thromboplastic activity of the serum (due mainly 
to Stuart factor and Factor IX), as well as a very 
low level of true prothrombin. The clotting time 
was prolonged, but the bleeding time was normal. 
(Deeper wounds showed prolonged persistent 
bleeding.) Capillary fragility, platelets and fibrin- 
ogen were normal; usually, Factor V was altered 
very little or was within physiologic range. Sim- 
ilar results were obtained in the four patients in- 
vestigated by Hartman and his colleagues. 
Vitamin K therapy produced spectacular results 
in our patients. Hence this form of hemorrhagic 
disease represents an exaggeration of the usual 
“hypoprothrombinemia” of many normal new- 
born infants who fail to receive vitamin K pro- 
phylaxis. 

The symptoms of these cases varied consider- 
ably in location and severity. The most typical 
examples occurred between the second and fourth 
days of life. Hemorrhages were scanty in some 
infants. However, other babies bled profusely 
and this caused rapid exsanguination. The most 
frequent site was the gastrointestinal tract with 
melena, hematemesis or both. Epistaxis was fre- 
quent in our series, and umbilical bleeding was 
seen also. Our studies have shown that intra- 
abdominal hemorrhage from ruptured subcap- 
sular hematoma of the liver can be explained toa 
great extent by this mechanism. Bleeding under 
the scalp with the production of giant cephalo- 
hematoma also occurred. However, in most of the 
usual cephalohematomas there is no severe altera- 
tion of the clotting mechanism. Hemorrhages 
under the skin in the form of ecchymotic areas 
are infrequent. Usually, petechial and purpuric 
spots are not present in this particular type of 
hemorrhagic diathesis. The statistics of Dyggve, 
as well as those of several older series, are very 
informative as to the sites most frequently in- 
volved (Tables 2 and 3). 
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Incidence of Hemorrhagic Manifestations 


in Newborn Infants* 
Incidence per 10,000 
Vitamin K No Vitamin 
Location to Mother (A) K (B) 
Melena 6 16 
Umbilical 1 9 
Adrenal 5 15 
Liver (subcapsular) 12 18 
Intraperitoneal 2 8 
Cutaneous 20 23 
Cephalohematoma 105 111 
Intracerebral hemorrhage 123 163 


*Modified from H. Dyggve 
A—10,876 infanis 
B—22,371 infanis 


HEMATEMESIS AND MELENA 


Hematemesis and melena are the most frequent 
manifestations of hemorrhagic disease of the 
newborn. 

Gastrointestinal Bleeding. Only a small quan- 
tity of blood (2 ml.) is necessary to produce tarry 
stools; 30 ml. gives rise to melena with frank 
blood. Moreover, the blood that is swallowed or 
passed into the intestinal tract takes about nine 
hours to modify the appearance of the stool, but 
then it will persist for as much as 30 hours more. 
Bleeding may have ceased, but still tarry or 
bloody stools will continue to be expelled. This is 
of great importance in evaluating the course of 
such patients. In diagnosing melena and hema- 
temesis, true hemorrhage must be differentiated 
from swallowed blood (melena spuria). This 
might have happened during delivery or from 
fissures in the breast. The absence of anemia and 
of a very severe clotting defect suggests the pos- 
sibility of swallowed blood. A very valuable test 
is adding alkali and observing the reaction of 
hemoglobin to it. Adult hemoglobin is quickly 
changed and becomes very dark in color. Fetal 
hemoglobin is much more resistant and retains 
its normal color for a longer period. Obstruction 
and compression of blood vessels due to volvulus 
of the midgut, bands and Meckel’s diverticulum 
also must be considered in the diagnosis of melenic 
newborns. 

Severe Anemia. In hemorrhagic disease of the 
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TABLE 4. 
Effect of Whole Blood 


CASE I—EPISTAXIS 


Time after Therapy Before 


Prothrombin 

(One-Stage) 3% 
Proconvertin 0% 
PTC 3% 
Factor V 55% 
PRT 510% 


22% 
20% 
3% 
90% 
210% 


CASE II— UMBILICAL BLEEDING 


Time after Therapy Before 


Prothrombin 
(One-Stage) 
Stypven 
Prothrombin— 
10 per cent Serum 
Factor V 
PRT 
PTT 


12] 
hours 


12% 
18% 


23% 
80% 
180% 


Abnormal 
(Corrected 
with serum) 


Vitamin K—2.5 mg. given— 
PRT—Plasma Recaleification Time 
PTT—Partial Thromboplastin Time 


newborn, the severity of anemia varies greatly, 
but even in external hemorrhages, levels of 6 to 
7 Gm. of hemoglobin and 2,000,000 RBC may be 
encountered. When this occurs, the infant shows 
a very alarming picture with a characteristic pal- 
lor of the skin and mucous membranes. There is 
marked irritability with a persistent, whining cry 
and a moderately severe air hunger. The pulse is 
small or absent and the blood pressure decreased. 
Often there is a decrease in the intensity of the 
heart sounds as well as a marked tachycardia on 
auscultation. A diminution in heart size indicates 
a marked reduction of the blood volume. 

Blood Transfusions. In cases of severe hemor- 
rhage, large quantities of blood have to be ad- 
ministered. An initial transfusion of about 20 
ml./kg. is given at once by “push,” and this is 
followed by an additional 20 to 30 ml./kg. at a 
rate of 15 to 20 ml. per hour. When packed red 
cells are used, only about 60 per cent of the above 
quantities are indicated. The normal hemoglobin 
of the newborn in venous blood is about 18 Gm. 
per cent and a drop to 7 Gm. indicates a loss of 
more than one-half of the blood volume. Nor- 
mally, in cases of hemorrhage there is a peripheral 
vasoconstriction and a diminished capacity of the 
circulation, giving rise to higher apparent levels 
of hemoglobin and erythrocytes in relation to the 
magnitude of the blood loss. 

When such massive transfusions are adminis- 
tered, it is important to follow the usual precau- 
tions taken in exchange transfusion: (1) give 
calcium intravenously and (2) prevent hyper- 
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kalemia by using fresh blood. Blood administra- 
tion does not entirely correct many of the clotting 
defects of newborns. This was reported a number 
of years ago by several workers and with newer 
methods we have confirmed that certain severe 
abnormalities persist in cases given only blood 
(Table 4). We have observed relapses of severe 
hemorrhages under such circumstances. The only 
reason for giving blood in these cases is to replace 
the amount lost. The clotting alteration of these 
patients is best corrected by vitamin K. In our 
series we used 2 mg. intravenously or 2 to 5 mg. 
of menadione intramuscularly at the onset with- 
out having to repeat it. There is some natural 
tendency to spontaneous correction which may 
explain some atypical findings of certain cases 
where investigations have been delayed. Patients 
who have not lost large quantities of blood re- 
quire only vitamin K (2 to 3 mg.). 

At present there is no reason to maintain the 
concept of hemorrhagic disease of the newborn 
introduced by Townsend in 1894. The author in- 
cluded hemorrhagic cases not due to known fac- 
tors such as trauma, infection or hypoxia. Ob- 
viously, the outstanding feature of true cases of 
hemorrhagic disease is the clotting defect and if 
this is present the diagnosis is admissable, re- 
gardless of whether other factors might have 
acted as precipitating causes. 


Hemorrhagic Disorders due 
to Other Defects Related to Immaturity 


Newborns show a certain difficulty in forming 
clotting factors. and this is more marked in some 
prematures. Ordinarily such a defect is of no con- 
sequence and generally many prematures do not 
have a much greater deficiency of clotting factors 
than full-term infants. However, in very small 
prematures, there is often a definite decrease in 
levels of Factor VII ana prothrombin. In various 
abnormal situations the inherent defect of these 
infants seems exaggerated and then vitamin K 
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fails to act. Some premature infants with hypoxia 
or sepsis, particularly those of low weights, ex- 
hibit such a tendency. In these we have often seen 
one-stage prothrombin times remain at low levels 
or drop progressively despite repeated doses of the 
vitamin. In sick full-term infants the difficulty in 
utilizing vitamin K is less marked but may also 
occur after various abnormal conditions, par- 
ticularly hypoxia. Certain drugs when adminis- 
tered to the mother seem to interfere further with 
formation of coagulation factors. Anticoagulants, 
antiepileptic drugs and salicylates given to the 
mother alter prothrombin and other coagulation 
factors in the baby. Some of these drugs interfere 
with hepatic function, which is the mechanism 
probably involved in sepsis, hypoxia and erythro- 
blastosis. In most of these babies. Factor V 
synthesis is also abnormal, and often low levels are 
present. This increases the hemorrhagic tendency 
because the high levels of this substance, as we 
have previously pointed out, often appear to com- 
pensate for the other defects of the second stage. 
Fibrinogen synthesis may, at times, also be in- 
terfered with; hence, defective formation of clot- 
ting factors is a very important mechanism. 


CAPILLARY PERMEABILITY 


In many of these subjects, particularly in small 
premature infants, there is another inherent defect 
which may often be present, even in uncom- 
plicated cases. There is a very definite increase in 
capillary permeability, manifested by easy bruis- 
ing and pcsitive tests to negative pressure to the 
point of developing ecchymoses. In these cases, 
there is also a very prolonged bleeding time. Very 
immature infants are particularly predisposed to 
these changes and they become worse in the 
course of the various complications listed pre- 
viously. If full-term babies develop these changes 
at all, they are less severe. One of the most in- 
teresting observations regarding this phenomenon 
is the fact that the prolonged bleeding time and, 
at times, also the altered capillary fragility, re- 
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spond spectacularly to the administration of very 
small quantities (2 to 8 ml.) of whole blood. The 
effect is very short lasting. Often it seems in- 
dependent of any platelet abnormality, as well as 
of any other known plasmatic deficiency. In re- 
cent years it has been shown that in some cases 
of vascular hemophilia, the obscure prolonged 
bleeding time responds in a similar manner to 
small quantities of blood, plasma and even frac- 
tions derived from it. The bleeding tendency ob- 


TABLE 5. 
Differential Diagnosis 
of Hemorrhagic Tendencies in Newborns 


Vitamin K 
Deficiency Secondary 
Uniformity of Constant Variable 
Coagulation Defect 
Capillary Fragility Normal Abnormal 
Bleeding Time Normal (6 min.) Abnormal (20 min.) 
Clotting Time Prolonged Variable 
PRT >350 sec. PRT 180 to 300 sec. 
One-Stage Very prolonged Mod. prolonged 
Prothrombin Time 5% or less 5 to 35% 
Factor V Normal or Often greatly abnormal 
slightly <50% 
diminished 
60 to 100% 
Fibrinogen Normal May be abnormal 
Response to Spectacular Diminished or absent 
Vitamin K 
Platelets Normal May be abnormal 
(Quantity and/or 
quality) 
s Associated Illness None or at times Immaturity 
trivial trauma Sepsis 
Anoxia 
Erythroblastosis 
Previous History No vitamin K Drugs given to 


mother (in some). 
Data indicative of 
above diseases 


served in prematures resembles these observa- 
tions in vascular hemophilia. In some cases, 
mainly in prematures, quantitative and/or quali- 
tative changes of platelets may be encountered. 

Often in these cases various extensive hemor- 
rhagic lesions may occur. Intraventricular and 
subdural or subarachnoid bleeding may be noted. 
Massive pulmonary hemorrhage isa frequent find- 
ing. Visceral bleeding from the liver or adrenals is 
seen occasionally. In immature infants, large 
external ecchymotic areas often are seen after 
birth. The tendency for these complex, mixed de- 
fects of coagulation to occur in the course of 
varied pathologic conditions has led us to refer 
to this group as secondary hemorrhagic disease. 
Table 5 shows the outstanding differences be- 
tween this type of hemorrhagic diathesis and that 
which occurs from vitamin K deficiency. It is 
possible that both coexist. 


‘Thrombocytopenic Purpura in the Newborn 


This condition has been rarer in our experience 
than the two conditions previously described, but 
in other services the incidence has increased con- 
siderably in recent years. Undoubtedly this de- 
pends on the fact that the condition is being 
recognized more often. Cases of neonatal throm- 
bocytopenic purpura have been classified accord- 
ing to course and according to status of mega- 
karyocytes in the marrow. A modification of one 
given by Kaplan is quite satisfactory (Table 6). 
Among acute forms, the varieties due to the pas- 
sage to the fetus of maternal antibodies have re- 
ceived much attention. Some cases are accom- 
panied by purpura in the mother. In the major- 
ity, the mechanism of maternal antibody produc- 
tion is obscure; this is the most frequent variety 
among immunologic types. 

Cases have been reported in which antibodies 
against platelets have developed in the mother 
after she has ingested drugs. If the mother has 
thrombocytopenic purpura, then the physician 
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should consider the probability of the disease in 
the infant. In a few cases thrombocytopenia 
develops in the baby by a mechanism very sim- 
ilar to that of feto-maternal red blood cell incom- 
patibility conflicts. Antigens introduced by previ- 
ous blood transfusion or fetal platelet antigens 
crossing the placental barrier give rise to specific 
antibody production in the mother. These anti- 
bodies may not harm the mother’s platelets, but 
their passive transmission to the fetus leads to the 
destruction of his thrombocytes. This particular 
variety will become clearer when the problem of 
platelet groups and antigens is better known. In 
erythroblastosis fetalis, thrombocytopenia is 
found not infrequently, but specific antibodies 
have only been shown in one investigation. More 
often thrombocytopenia develops after exchange 
transfusion because of platelet loss during the 
procedure and substitution of the infant’s throm- 
bocytes by short-lasting old platelets. 


INFECTION 


Infection is probably the most common cause 
of thrombocytopenic purpura in the newborn. As 
previously stated, in prematures with various in- 
fectious processes we have often encountered a 
definite reduction in the number of thrombocytes 
and occasionally some alteration of platelet 
function. However, in most of these cases other 
abnormalities of coagulation coexist; moreover, 
the degrees of thrombocytopenia in these babies 
are often insufficient per se to explain the bleed- 
ing tendency. In other conditions, as in cyto- 
megalic inclusion disease and certain cases with 
various infections, the reduction in platelets is 
the outstanding factor predisposing to hemor- 
rhage. These are true examples of thrombo- 
cytopenic purpura. 

Most immunologic and infectious purpuras are 
accompanied by an increased or adequate num- 
ber of megakaryocytes in the marrow. However, 
occasionally they may lead to hypoplasia of these 
elements. 
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TABLE 6. 


Congenital and Neonatal 
Thrombocytopenic Purpura* 


I. Acute 


A. Due to Maternal Antibodies 
1. With maternal purpura 
a. Maternal ITP 
b. Maternal drug sensitization 
2. Without maternal purpura 
a. Maternal isoimmunization to platelets 
b. Maternal isoimmunization to platelets and 
erythrocytes 
B. Transfusion Thrombocytopenia 
C. Neonatal Infections—Bacterial, Viral, Mycotic, 
Spirochetal 
D. Idiopathic 
II. Chronic 
A. Defective Formation of Megakaryocytes 
1. Congenital hypoplastic thrombopenia 
2. Congenital hypoplastic thrombopenia with hem- 
olytic anemia 
8. Congenital hypoplastic anemia (Fanconi) 
4. Myelophthisis (leukemia, reticuloendotheliosis) 
B. Peripheral Platelet Depletion 
1. Aldrich Syndrome 
2. Giant hemangioendothelioma 
8. Chronic idiopathic thrombocytopenic purpura 


*Modified from Kaplan 


Characteristically, amegakaryocytic forms are 
caused by myelophthisic invasion of the marrow 
or by a congenital inborn defect in thrombocyte 
formation. The former variety occurs in rare 
cases of congenital leukemia or reticuloendo- 
theliosis. The cases which appear to represent a 
congenital defect of platelet formation may occur 
in association with other anomalies of hema- 
topoiesis, as well as of various organs. The best- 
known cases are those of hypoplastic anemia, 
leukopenia and thrombocytopenia accompanied 
by skeletal, cardiovascular and genitourinary 
anomalies (Fanconi’s syndrome). In other in- 
stances a similar association of multiple malfor- 
mations has coexisted with a deficiency in mega- 
karyocytes and platelets exclusively without in- 
volvement of other blood elements. In other 
cases amegakaryocytic purpura has coexisted 
with other congenital anomalies and with a 
microspherocytic anemia. In the disease de- 
scribed by Chediak and Hagashi there is a more 
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complex disorder with characteristic inclusion 
bodies in the leukocytes, aplastic anemia, albin- 
ism, hepatosplenomegaly, lymph node enlarge- 
ment, rashes and frequent infections. The latter 
condition is very rare. This and other chronic 
varieties rarely manifest themselves in the new- 
born. 


INTENSITY OF BLEEDING 


Clinically, the intensity of the bleeding tend- 
ency varies considerably. It may be spontaneous 
or follow trauma. Petechial hemorrhages and 
purpuric spots are characteristic; they are rare in 
other severe hemorrhagic disorders of the new- 
born. Discrete petechiae are frequently seen in 
babies who otherwise appear normal, and par- 
ticularly in those infants who have suffered from 
anoxia. 

The possibility of visceral hemorrhage must al- 
ways be remembered. Among these, cerebral 
hemorrhage is particularly frequent at an early 
period, undoubtedly as a result of traumatic 
hazards of the birth process. 


LABORATORY DATA 


Laboratory findings characteristic of these dis- 
orders are a reduction in the number of platelets 
below 70,000 or 80,000, with a prolonged bleed- 
ing time and a poor retraction of the clot. In addi- 
tion, there is increased capillary fragility which 
does not usually occur in normal full-term in- 
fants. Prothrombin time and clotting time are 
normal. The prothrombin consumption is altered 
and the thromboplastic generation test shows an 
abnormal function of the thrombocytes. 

Bone Marrow Examination. Investigation of 
the bone marrow should be performed in every 
case, but at times it may be confusing. It is not 
easy to obtain good specimens of marrow in new- 
borns, and there is a certain variation in mega- 
karyocytic production in different cases of in- 
fection and in the immunologic varieties. Inves- 
tigation of platelet antibodies is a complicated 


procedure outside the scope of the clinical labo- 
ratory. 


TREATMENT 


Treatment of these cases depends on the cause 
and intensity of the disease. In many instances, 
the condition lasts just a few days and does not 
produce any serious hemorrhages. In the more 
severe cases energetic therapy has to be instituted 
quickly. Steroid therapy should be employed in 
most cases. The doses for cortisone should be 25 
to 50 mg. per day or 10 to 30 mg. of prednisone 
or 10 to 30 u. of ACTH. If there are alarming 
symptoms, steroids should be given intraven- 
ously. In such circumstances, platelet transfusion 
should also be used. Fresh whole blood transfu- 
sion may be tried in milder cases to replace blood 
loss. In some cases splenectomy may have to be 
resorted to as the last possibility. 


Hereditary Hemorrhagic Diathesis 


Various bleeding disorders of genetic origin 
may manifest themselves in this early period. 
Circumstances prevalent during labor markedly 
predispose to hemorrhagic complications if there 
is any clotting defect. In males the widespread 
use of circumcision also offers a great opportunity 
for such disorders to manifest themselves by 
severe bleeding. Therefore, hereditary clotting 
defects, although rare, may cause trouble during 
the neonatal period. Diagnostic characteristics of 
most of these diseases are outlined in Table 7. 
Usually, differential diagnosis from special neo- 
natal conditions predisposing to hemorrhage 
(vitamin K deficiency and secondary hemor- 
rhagic diathesis) is easy. Congenital defects are 
usually single, whereas the others are multiple. 
However, in some clotting defects, as congenital 
Stuart-Prower defect and some complex defici- 
encies which have been described in the literature, 
it may be very difficult; absence of response of 
such defects to vitamin K is an important point. 
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A good family history is an important step in 
diagnosis of hereditary hemorrhagic diathesis. 


Localized Hemorrhagic Syndromes 


Many times, identifying the mechanism of 
production of a hemorrhagic syndrome is a diffi- 
cult procedure. 

Usually it requires a number of laboratory tests 
which take some time to complete. On the other 
hand, a bleeding disorder frequently will repre- 


sent a real emergency requiring prompt and effi- 
cient action if the patient is going to recover. 
Moreover, the clinical characteristics of various 
hemorrhagic disorders depend more on the ex- 
tent of the blood loss and on the location of the 
bleeding than on its pathogenesis. For this rea- 
son, we shall discuss the clinical and pathologic 
aspects of various forms of localized bleeding. We 
shall include intra-abdominal hemorrhage from 
rupture of solid viscera, pulmonary hemorrhage, 
cerebral hemorrhage and acute anemia due to 


TABLE 7. 
Hereditary Hemorrhagic Diathesis 
First Second 
Stage Stage 
Factor In Vitro 
Deficient cy Fe Quick’s ST Correction by 
I.  First-Stage Defects 
1. Hemophilia A* VIII (AHF) @ Oo a + PL (e) re) ADS Fresh Plasma 
2. Hemophilia B* IX (PTC) ® oO + +8 O oO Old Serum 
3. Hemophilia C PTA + + PL+S Oo ADS Fresh Plasma 
and Old Serum 
4, Hageman Defect Hageman + (@) + +S O O ADS Old Serum 
5. Vascular Hemophilia VIII ® + + + PL oO oO ADS Fresh Plasma 
Plus Factor 
of Capillary 
Permeability 
II. Second-Stage Defects 
1. Parahemophilia Oo + + ADS Fresh Plasma 
2. Stuart-Prower ; 
Deficiency X (S.P.) ®@ Oo + + + + Old Serum 
8. Prothrombin II e) + + Plasma 
4. Factor VII Deficiency VII ® + O Old Serum 
III. Third-Stage Defects 
1. Afibrinogenemia Fibrinogen + oO - (@) + + Purified Fibrinogen 
*Only Males PL—Plasma O—Absent or Negative 
BT—Bleeding Time ADS—Adsorbed — Unsatisfactory 
TGT—Thromboplastin Generation Test CT—Clotting Time S—Serum 
ST—Stypven Time PC—Prothrombin Consumption ®—Variable 


+—Present or Positive Quick’s—One-Stage Prothrombin 
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fetal blood loss. In some of these conditions an 
inherent tendency to bleed contributes signifi- 
cantly to their production. 


INTRA-ABDOMINAL HEMORRHAGE 


Bleeding into the peritoneal cavity is usually 
secondary to rupture of a solid viscus or may be 
idiopathic. Most cases are caused by rupture of 
subcapsular hematoma of the liver. The adrenal 
gland is second in frequency. Rupture of the 
spleen is very exceptional. The incidence of these 
lesions in several statistics of post-mortem mate- 
rial is tabulated in Table 8. Often the diagnosis of 
these cases is not made during life. Traumatic 
factors must play a part but a hemorrhagic tend- 
ency is important in many of them. 


RUPTURE OF THE SPLEEN 


It occurs more often in cases of erythroblastosis 
fetalis. It is dependent on the friability of this 
organ; often, there is a complex coagulation dis- 
turbance in severe cases of hemolytic disease. 


SUBCAPSULAR HEMATOMA OF THE LIVER 


The usual type of intra-abdominal hemorrhage 
due to ruptured liver is a very dramatic condi- 
tion. In many of these cases the infants are large, 
weighing over 5 kg. Postmaturity has been a fre- 
quent factor. Birth trauma may contribute, and 


TABLE 8. 


Incidence of Hepatic Hemorrhage 


Total Incidence 
Author Number Autopsies Per Cent 


Palmer 99 5.1 
Cruckshank 800 2.25 
Holmberg 5.6 
Rogers 5.1 
Poher 12 
Henderson 3.6 


100 


difficult deliveries have occurred in a number of 
them. Often there is nothing outstanding in the 
course of labor. 

The frequency varies in different statistics but 
it fluctuates between one for every 1,000 and 
2,500 births and between 1.2 and 5.6 per cent of 
perinatal deaths. Many of these cases develop 
during the third and fourth days, but it is not 
rare to see cases that begin during the first day. 
Besides trauma, hypoxia during delivery may be 
a factor in such cases. 

The lesions seen in these infants are linear 
tears which cause bleeding underneath the cap- 
sule, with formation of a hematoma which grows 
progressively until it breaks Glisson’s capsule. 
Then the blood is evacuated into the peritoneal 
cavity. Extremely severe deficiencies of coagula- 
tion similar to those seen in vitamin K deficiency 
have been demonstrated by us and must tend to 
maintain or intensify the bleeding (Table 9). The 
right lobe and the anterior surface of the liver 
are the sites most frequently involved; 35 of 42 
cases reported by Henderson had the latter lo- 
calization. It has been noted that the bleeding 
seems to be out of proportion to the trivial liver 
damage. The amounts of blood lost have been 
estimated to be over 300 ml. in severe cases. 

The symptoms seem to develop quite sudden- 
ly; usually they are not detected until rupture 
occurs. The baby may be found dead in the crib. 
As a rule there are symptoms of severe internal 
hemorrhage, marked pallor and fretfulness, ta- 
chypnea, whining cry and signs of circulatory 
failure. We have seen the most severe possible 
blood losses in this condition with almost com- 
plete disappearance of heart sounds as trans- 
fusion was being started; one of these patients 
recovered. 

In addition to the symptoms of massive hemor- 
rhage, the liver becomes enlarged, and signs of 
fluid in the peritoneal cavity and shifting dullness 
can be demonstrated. Because of the poor devel- 
opment of muscles of the abdominal wall in 
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newborns, frank rigidity never develops, but a 
full, doughy consistency is rather constant. Para- 
centesis reveals free blood in the peritoneal cav- 
ity. If treatment is not instituted rapidly, death 
from hemorrhagic shock occurs. The mortality 
is very high, and recovery has occurred in only 12 
reported cases. The main reason for this has been 
a failure to make the diagnosis early enough. We 
have had two recoveries in 10 patients and a 
correct diagnosis was made in every instance in 
which the patient was examined by a doctor. 
Two were found dead. 

Most of the cases that recovered have received 
large quantities of blood. These fluctuated be- 
tween 150 ml. and 500 ml. In a few cases blood 
replacement has been the only therapy, but ordi- 
narily laparotomy and repair of the liver and 
capsular tears have been done. Difficulties 
which may be encountered include: (1) accessi- 
bility of the site of bleeding, (2) difficulty in find- 
ing the wound and (8) difficulty in getting the 
liver capsule or parenchyma to hold the sutures. 
If the sutures do not hold, the liver tear is 
packed with gel foam and the capsule sutured. 
This combined treatment seems the procedure of 
choice. The response of blood clotting defects to 
blood therapy alone is poor. Again as in any 
hemorrhagic process related to vitamin K de- 
ficiency, the vitamin must be given. In one of 
our cases this was not done by the resident and 
the patient continued to bleed profusely. 


ADRENAL HEMORRHAGE 


The adrenal is second in frequency only to the 
liver as a site of massive visceral hemorrhage in 
the newborn. However, cases in which the diag- 
nosis has been made during life, followed by ade- 
quate surgical treatment and recovery, are very 
rare. 

In half of the reported cases trauma has played 
a prominent part (breech, transverse presenta- 
tion and other forms of difficult delivery); the 
use of oxytocin (Pitocin®) has been recorded 
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in some cases of ruptured viscera. Anoxia is a 
frequent cause of mild and moderate bleeding 
into the adrenal, but here other organs are affect- 
ed and extensive blood loss does not occur. In- 
fection is not a frequent etiologic factor. The 
large size of the newborn’s adrenal and its in- 
creased vascularity may act as predisposing fac- 
tors. The right adrenal is affected more often. In 
90 per cent, the condition is unilateral. The tend- 
ency of the right adrenal to hemorrhage depends 
on its venous return, which goes directly into the 
inferior vena cava and is more liable to rupture. 
Also, the position between the liver and the ribs 
favors compression. Several authors have con- 


TABLE 9. 


Coagulation Study in Patients with 


Ruptured Subcapsular Hematoma of the Liver 


Case I 


Case II 


Patient Control Patient 


Control 


One-Stage Prothrom- 
bin Time (Quick’s) 236 sec. 
Plasma Recalcifica- 
tion Time 
Clotting Time >20 min. 
Bleeding Time 11 min. 
Capillary Fragility 
Factor VII 86 sec. 
Factor V 90% 
Stypven Time 31 sec. 
True Prothrombin 25sec. 
Serum Thrombo- 
plastic Activity 6% 
Stuart-Prower 47 sec. 
One-Stage Prothrom- 
bin (Patient + 
10% old serum) 
Stypven (Patient + 
10% adsorbed 
plasma) 


360 sec. 


83 sec. 


35% 


13 sec. 265 sec. 13 sec. 
<120 sec. 270 sec. 100 sec. 
5 to 12 min. 
3 to 8 min. 83min. 2to8min. 
0 : 
14 sec. 210 sec. 12 sec. 
ee 100% 95% 100% 
17 sec. 
14.5 sec. 
100% 
28 sec. 49sec. 16.5 sec. 
| | 101 
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as an important predisposing factor. A thorough 
coagulation study has not been performed in any 
of the cases. 

The symptoms often do not start until the sec- 
ond to the seventh day. They may be divided 
into two groups: (1) clinical manifestations of 
hemorrhage and (2) symptoms of adrenal insuf- 
ficiency. 

Clinical Manifestations of Hemorrhage. These 
manifestations can be local and systemic or gen- 
eral. They are identical to the symptoms de- 
scribed in relation to other forms of intra-abdom- 
inal hemorrhage. Findings include abdominal] dis- 
tension and palpable mass. 

Adrenal Insufficiency Symptoms. Symptoms of 
adrenal insufficiency include: high fever, marked 
cyanosis, convulsions, abdominal pain, vomiting 
and diarrhea. Hypoglycemia has occurred in only 
one reported case; it was a case of bilateral hem- 
orrhage. Electrolyte studies have not been re- 
ported in the literature reviewed by us. In uni- 
lateral hemorrhage, signs of adrenal insufficiency 
are absent. 

A high eosinophilic count in a baby who has 
suffered severe distress is suggestive of a poor 
capacity to utilize the alarm reaction. It is not 
an accurate test, but it may give some orienta- 
tion as to cause. Abdominal puncture has also 
been used to confirm the diagnosis. Most reported 
cases have died without a correct diagnosis. 
Death may occur very rapidly in these patients. 
Some cases may have milder symptoms and the 
gland may become calcified after some time. Late 
manifestations of adrenal insufficiency have been 
observed. 

Treatment. Therapy consists of: 

1. Replace blood loss. As previously described, 
large quantities of blood may be needed. 

2. Administer vitamin K. 

3. In unilateral cases, laparotomy should be 
performed as soon as the infant’s condition per- 
mits. The bleeding adrenal should be removed. 
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sidered the existence of a disturbance of clotting 


4. Substitution adrenal therapy is essential in 
bilateral cases. 


RENAL LESIONS 


Renal hemorrhage with or without hematuria 
may develop occasionally in the course of severe 
trauma, in hypoxia or in hemorrhagic disease of 
the newborn. In Henderson’s series there were 
several cases of renal hemorrhages. At times, 
hematuria without a known cause develops dur- 
ing the neonatal period. 


PULMONARY HEMORRHAGE 


Hemorrhagic lesions are frequent in the lungs 
in various disorders of the newborn. In the sta- 
tistical study of Landing, 70 per cent of the lungs 
examined showed some kind of hemorrhagic le- 
sion. According to distribution, pathologic lesions 
of the lungs have been classified into (1) alveolar, 
(2) interstitial and (3) subpleural. Many of them 
are relatively small and of secondary importance 
when compared with other lesions present, but 
others may be very extensive and contribute to, 
or precipitate, death of the patient. In full-term 
infants this occurs in certain traumatic deliveries, 
particularly when complicated by severe hypoxia. 
In prematures, it may develop coincidently with 
reabsorption atelectasis or in association with 
pneumonia, particularly following aspiration of 
gastric contents. It occurs frequently in cardiac 
failure. In some instances the condition develops 
without a known cause. Few coagulation studies 
have been performed in such severe idiopathic 
cases. It is possible that alterations of capillary 
permeability and of the clotting mechanism of 
the type described in “secondary hemorrhagic 
disease’ may contribute to the production of the 
lesions present. We have studied more than half 
a dozen cases and usually have encountered defi- 
nite alterations of that type. 

Pulmonary hemorrhage often coexists with 
other conditions. However there are symptoms 
and signs which suggest its presence. In every 
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infant with respiratory disease, bright red blood 
flowing from the mouth and nose is highly in- 
dicative of this lesion. It does not have to be 
copious and continuous as it is in the terminal 
forms. Pallor is often present. These infants may 
show signs of cardiac embarrassment with dimin- 
ished heart sounds, arrhythmia, bradycardia and 
at times murmurs. Frequently the liver is en- 
larged. Cyanosis usually is present and does not 
improve with crying. Examination of the lungs 
reveals a marked dullness and diminution of 
breath sounds with or without rales in certain 
portions of the pulmonary field. 

In the cases we have investigated the pro- 
thrombin and clotting times were moderately 
prolonged, and there was often a definite decrease 
in Factor V and usually in Factor VII and PTC. 
A prolonged bleeding time with abnormal capil- 
lary permeability was also present. X-ray of the 
lungs may reveal an extensive involvement with 
a marked increase in density. Most cases of pul- 
monary hemorrhage are fatal and it is often a 
terminal event. However, some patients have re- 
covered, particularly those with hemorrhagic 
bronchopneumonia. In addition to treating the 
primary condition, antihemorrhagic therapy is 
indicated. Overloading the circulation with large 
transfusions seems to increase the bleeding into 
the lungs. Repeated small amounts should be 
employed. Intravenous Premarin® may raise the 
level of Factor V, and repeated small doses of 
vitamin K may improve other factors somewhat. 
Adequate control of various conditions precipi- 
tating this complication is essential. 


CEREBRAL HEMORRHAGE 


This is the most frequent, serious hemorrhagic 
disorder of the newborn, though its incidence has 
decreased in recent years. Birth trauma has been 
regarded as the outstanding etiologic factor, but 
most observers doubt its participation in many 
intraventricular and subarachnoid hemorrhages 
of prematures. Difficult deliveries including ver- 
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I. Rupture of the Umbilical Cord 


TABLE 10. 
Etiologic Classification 
of Fetal Blood Loss* 


A. Rupture of a normal cord 

1. Due to violence 

2. Due to shortening 
B. Due to focal weakness 

1. Aneurysm of varix 

2. Inflammatory or degenerative lesion 
C. Idiopathic rupture of cord 


II. Tear of Anomalous Vessels With or Without Vasa 
Praevia 
A. Velamentous insertion 
B. Aberrant vessels 
C. Communicating vessels between multilobed pla- 
centa 


III. Placental-Fetal Hemorrhage 
A. Trauma during labor 
1. Incision during Cesarean section 
2. Disruption due to placenta praevia 
8. Disruption due to abruptio placenta 
4. Rupture of major vessel, varix or amniotic tear 
B. Feto-maternal transfusion 
(occult hemorrhage into maternal circulation) 


*Modified from Kirkman and Riley 


sion and extraction, midforceps and breech ex- 
tractions are prominent factors. In most cases 
intrinsic coagulation defects usually have not 
been accepted as important factors, though in 
Dyggve’s statistics, cases were more frequent in 
those who failed to receive vitamin K. Frequent- 
ly, in immature infants, marked capillary fra- 
gility associated with deficient formation of clot- 
ting factors is present. Most authorities believe 
that hypoxia is the outstanding causative factor. 
We have seen delayed cerebral hemorrhage in 
prematures with sepsis in which marked coagu- 
lation disturbances were present. 

In some of our full-term infant cases with in- 
tracranial hemorrhage, subdural hematoma ap- 
pears later. These are found in the usual location 


‘or develop in the neighborhood of the lambdoid 


suture. They are only accessible through a pos- 
terior approach. We encountered four such cases 
in a series of 21,000 deliveries. 

In treating cerebral hemorrhage, antihemor- 
rhagic therapy may be tried but without much 
disturbance to the infant. The baby should be 
kept quiet. Feedings should be administered by 
tube. Overhydration should be avoided. Convul- 
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sions must be controlled by barbiturates. Vita- 
min K should always be given. Small quantities 
of blood are indicated when there are disturb- 
ances of coagulation, abnormal capillary per- 
meability or anemia. 


MASSIVE FETAL HEMORRHAGE 


This condition has received much attention 
since the original descriptions of Weiner, Wick- 
ster and Chown. In many instances, obvious 
blood loss occurs at the time of delivery. This 
may take place because of rupture of the um- 
bilical cord, abnormal implantation of the pla- 
centa or incision of this organ during Cesarean 
section. Other causes are included in the classifi- 
cation of Kirkman and Riley (Table 10). 

Cases of fetal hemorrhage where blood loss oc- 
curs in a very subtle manner are of great interest. 
Such cases are supposed to be the result of fetal 
bleeding into placental sinuses of the mother. 
Cells belonging to the blood group of the fetus, 
if different from that of the mother, may be 
found in the maternal circulation. There is also 
a fairly high level of fetal hemoglobin in the 
blood of the mother. 

The symptoms presented by such patients are 
those of severe hemorrhage. The infant is born 


with the combination-of marked pallor and an 
altered circulation. Oxygen does not improve the 
color or the child’s condition. In addition, the in- 
fant shows air hunger and irritability, with a 
monotonous, continuous cry. There is tachy- 
cardia or bradycardia with a marked decrease in 
heart sounds. As a rule, there is no edema and 
there is no increase in cord bilirubin. This dif- 
ferentiates the picture from erythroblastosis fe- 
talis. It is also very important to differentiate 
these cases from ordinary asphyxia pallida. 
Unless rapid, adequate treatment is instituted, 
many of these babies die in the course of a few 
minutes or in one to two hours. It is important 
to try to replace the blood loss, and if this is not 
possible at least restore blood volume by means 
of concentrated serum albumin or dextran until 
compatible blood can be obtained. As in other 
cases of extensive hemorrhages, these babies need 
very large quantities of blood, up to 25 to 40 ml. 
of packed red cells or 40 to 60 ml. of whole blood 
per kilogram of body weight. One-half of the total 
quantity is given initially and the rest is usually 
administered in the course of a few hours. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 


Exudative Gastropathy 


WEINTRAUB AND GELB describe a 63-year-old 
Negro male admitted with anasarca. The patient 
had a past history of abdominal pain and vomit- 
ing and a gastrointestinal series had revealed 
large gastric rugae. His serum albumin had been 
as low as 2.4 Gm. per cent. On his present ad- 
mission, his serum albumin was 2.8 Gm. per 
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cent; he was grossly edematous and a gastro- 
intestinal series revealed that the proximal three- 
fourths of the stomach had huge nodular defects 
and a thickened wall. Gastroscopic and biopsy 
examinations of the stomach were interpreted 
as showing giant hypertrophy of the gastric 
mucosa. He is currently being managed on di- 
uretics and a low-salt diet. It is particularly inter- 
esting that electrophoresis of the gastric juice 
from this patient showed a large albumin peak. 
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Subacute 
Congestive Prostatitis 


J. HERBERT NAGLER, M.D. 
Philadelphia, Pennsylvania 


SUBACUTE CONGESTIVE PROSTATITIS is a common 
complication of many medical and surgical con- 
ditions and may cause various symptoms. It is 
not to be confused with acute prostatitis due to 
gonococci or other organisms causing purulent 
disease nor with benign prostatic hypertrophy. 
It occurs when normal sexual relations are inter- 
rupted in the otherwise healthy male for any rea- 
son, even disease in the spouse. 


Symptoms 


The symptoms of subacute congestive prostati- 
tis may develop fairly suddenly or quite insid- 
iously. They vary in severity and may be either 
typical of prostatism or apparently unrelated to 
it. Typical prostatic symptoms include any or all 
of the following: delayed or narrowed urinary 
stream, dribbling, dysuria, nocturia or impotence. 

But at least as common are complaints that the 
physician does not necessarily associate with this 
affection—dull achiness in the lower back during 
prolonged sitting or vague discomfort (often con- 
fused with chronic constipation) in the perineal 
area. Some patients have vague pains radiating 
down one or both legs. These pains may be 
accompanied by enough weakness or stiffness to 
raise the suspicion of neurologic or arthritic 
disease. 

An unhappy sequel of untreated subacute con- 
gestive prostatitis may be complete abandon- 
ment of marital relations. If the major urge for 
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intercourse comes from the husband, failure of 
his potency and the accompanying emotional 
vacuum may result in complete elimination of his 
sexual drive. Very soon his wife’s desires disap- 
pear also. The sexual drive decline of both hus- 
band and wife often completely eliminates their 
sexual relationship and may possibly weaken the 
marital tie. Prostatitis seems to burn itself out in 
some men. If the husband subsequently meets a 
sexually attractive and capable woman, his mar- 
riage may be destroyed. 


Diagnosis 

Diagnosis of subacute congestive prostatitis 
requires no special equipment. Physicians need 
only be suspicious and aware of the possibility of 
its existence. Digital examination is conclusive 
and definitive in virtually every patient. 

The normal gland is about 5 x 5 x 2 cm. (about 
twice the size of the middle phalanges of the index 
and middle fingers together). It is not tender. 
(There may be tenderness at the anal sphincter 
during the examination, but this is readily dis- 
tinguished from prostatic disease by its localiza- 
tion.) It has the consistency of the nonpregnant 
uterus. 

The prostate in subacute congestive prostatitis 
may be twice the normal size. In this disease it is 
frequently as large as 6 cm. in diameter and almost 
globular in shape, but subacute congestive pros- 
tatitis may be present in a prostate that is only 
slightly enlarged. A tender and/or soft prostate 
is more characteristic. 

The consistency of the affected gland in sub- 
acute congestive prostatitis is “boggy,” that is, 
it is softer than the nongravid uterus and may 
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feel edematous. (If the prostate is abnormally 
hard and particularly if it feels nodular, a tumor 
may be present and further study must be done.) 


Treatment 


Treatment should be started as soon as a large, 
tender, soft prostate is discovered. If there is no 
improvement after four to six treatments, a 
urologist should be consulted. 

Treatment is almost as simple as diagnosis. 
The tip of the examining finger is pressed gently 
down on the proximal end of the gland and moved 
caudally. First, one side is stroked eight to 10 
times, then the other side and finally the middle. 
The first treatment should include not more than 
20 strokes; subsequent treatments may number 
20-25 strokes, depending on the patient’s toler- 
ance and the condition of the gland. 

After the first massage there is often a penile 
discharge, usually containing many lymphocytes 
and possibly some sperm, either motile or still. In 
some instances the prostatic ducts are closed with 
dried secretion before treatment and the first 
massage or two may reveal no white blood cells, 
but they will usually appear in large numbers and 
clumps by the third or fourth treatment. If the 
discharged material is examined as treatment 
progresses, it will be noted that the number of 
pus cells tends to decrease slowly. 


Sulfa or antibiotic drugs are helpful occasional- 
ly, particularly in the acute phases of postinfec- 
tious prostatic enlargement. 


RESULTS 


The most significant result of subacute con- 
gestive prostatitis therapy is a grateful patient. 
If his presenting complaint was impotence, he is 
not only delighted with his cure but also relieved 
not to be “old before his time.” 

If the patient had complaints such as pain and 
soreness, he will be grateful that no dramatic 
therapy was required. A few visits to the doctor, 
albeit not exactly comfortable, are incomparably 
less traumatic than surgery, back braces, fre- 
quent diathermy or expensive drugs. The sim- 
plicity of the treatment assures the physician 
that the patient will return for treatment much 
earlier if symptoms reappear, and the symptoms 
may reappear because a prostate once enlarged 
may become enlarged again. Frequent recurrence 
may indicate stricture of the prostatic urethra or 
other abnormalities of the prostate and should be 
checked by the urologist. 

It is important that the general practitioner 
keep this condition in mind. If he is suspicious 
and willing to perform a rectal examination, much 
discomfort may be explained and relieved. With 
very simple measures many patients can be 


greatly helped. 
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The Diagnosis of 
Early Rheumatoid Arthritis 


JOHN W. SIGLER, m.D., DWIGHT C. ENSIGN, M.D. 


AND G. M. WILSON, JR., M.D. 


Division of Arthritis 
Henry Ford Hospital 
Detroit, Michigan 


Early rheumatoid arthritis can be diagnosed 
only by critical, periodic appraisal and often 
prolonged observation of the individual 

with musculoskeletal symptoms. Although 
the etiology of rheumatoid arthritis is still 
unknown, the beneficial effects of empiric 
management in most cases justify an earnest 
attempt to establish the diagnosis promptly. 


THE NONSPECIFICITY of the initial clinical fea- 
tures of rheumatoid arthritis often poses a com- 
plex diagnostic problem. This difficulty in early 
diagnosis stems mainly from the protean mani- 
festations of the disease. There is, as yet, no spe- 
cific laboratory test which establishes a positive 
diagnosis. In presumptive cases the clinician must 
rely entirely on careful, periodic examination and 
evaluation of the patient. Although the etiology 
of rheumatoid arthritis is still obscure, practical 
measures of management are readily available. 
Their efficacy is greatest when applied early in 
the course of the illness, preferably within the 
first six to 12 months. This article is a plea for 
early recognition of this baffling and potentially 
disabling disease to facilitate prompt therapy. 
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Typical Rheumatoid Arthritis 

Rheumatoid arthritis generally is considered a 
disease of young adults. Usually it starts between 
the ages of 20 and 40 and females are affected 
approximately three times as frequently as males. 
However, the disease occurs in all age groups. 
Juvenile rheumatoid arthritis (Still’s disease) has 
developed as early as the 14th month of life and 
adult rheumatoid arthritis as late as the ninth 
decade. In the older age groups, the sex differen- 
tial tends to become equal. 

Regardless of age, the disease may be insidious 
or acute in onset. Infections, severe emotional 
crises, trauma or other “‘stressful’’ situations may 
trigger the disease. Prodromal symptoms of rheu- 
matoid arthritis may be present for several weeks 
or months before joint symptoms. These consist 
of low-grade fever, fatigue, exhaustion, emotional 
instability, tachycardia, weight loss, muscle sore- 
ness or morning stiffness (fibrositic jelling). Vaso- 
motor instability, paresthesias and vascular 
spasms with Raynaudlike features may occur 
singly or in combination. Later, one or more 
joints become stiff, sore and inflamed, often in a 
progressive pattern but occasionally migratory. 
Joints most often affected include: proximal inter- 
phalangeals of the fingers, metacarpophalangeals, 
metatarsophalangeals, wrists, knees and elbows, 
but any diarthrodial joint may be involved. 
Usually there is symmetrical joint involvement. 
In the early stage, there may be frequent and 
irregular periods of exacerbations and remissions, 
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but these are less apt to occur as the disease 
progresses and joint changes become entrenched. 

With progression there is swelling of the soft 
tissues about the joint. In the finger this results 
in a spindle-shaped deformity (Figure 1). Other 
joints may reveal swelling and slight thickening 
of the synovial membrane as seen in the wrist 
(Figure 2). Joint swelling may occur either from 
synovial effusion, synovial thickening or thicken- 
ing in the periarticular structures. The skin over 
the involved joints may vary from a dusky cya- 
notic hue to erythema. Although palmar ery- 
thema may occur, especially over thenar and 
hypothenar eminences, it is more commonly seen 
in advanced cases. Muscle strength may be rela- 
tively unimpaired in the early phase, but with 
progression of the rheumatoid process muscle 
weakness and atrophy appear (Figure 3). Even- 
tually, if the disease is unremitting, range of mo- 
tion becomes progressively limited, flexion con- 
tractures develop and subluxations and joint de- 
formities characteristic of more advanced disease 
become apparent. 


Atypical Rheumatoid Arthritis 


Monarticular joint disease poses a difficult 
problem of differential diagnosis. The initial chal- 
lenge is to prove that it is rheumatoid arthritis 
and not infectious, traumatic or neoplastic in 
origin. Joint aspiration and culture or synovial 
biopsy may be required before infection and tu- 
mor can be safely eliminated. Rheumatoid ar- 
thritis may exist for months or years in a single 
joint. 

Episodic rheumatoid arthritis designates those 
cases with acute articular involvement of one or 
more joints at variable and inconstant intervals. 
Symptoms of inflammation may develop rapidly 
suggesting acute gouty arthritis, rheumatic fever 
or specific infectious arthritis. The attacks sub- 
side in days or weeks without clinical residuals, 
only to recur. After months or occasionally years 
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of such attacks, persisting joint symptoms and 
signs, together with x-ray and laboratory con- 
firmation, make possible the diagnosis of definite 
rheumatoid arthritis. In such cases it is essential 
to keep the patient under periodic observation 
to differentiate between an episodic onset of 
rheumatoid arthritis and palindromic rheuma- 
tism (vide infra). 

Localized tenosynovitis (tenovaginitis) may be 
a subtle, early manifestation of rheumatoid dis- 
ease. Such lesions are prone to develop in the 
common extensor sheath, centrally over the dor- 
sum of the wrist, and in the sheath of the ex- 
tensor carpi ulnaris and the extensor digiti quinti, 
medially, regional to the ulnar styloid. Initially, 
swelling and effusion may be minimal, but if in- 


deformity of proximal interphalangeal joint of middle finger. 
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FIGURE 1. Early rheumatoid arthritis with typical “spindle : 


volvement persists the tendon sheaths become 
thickened and nodular. These changes may pre- 
cede joint involvement; therefore, periodic clin- 
ical re-evaluation is essential. 


Rheumatoid “Variants” 


The following entities have been considered as 
variations of rheumatoid arthritis. At the present 
time their exact status is controversial. 


PALINDROMIC RHEUMATISM 


This entity, described by Hench and Rosen- 
berg in 1941, is considered in patients presenting 
multiple attacks of acute joint pain and swelling 


FIGURE 2. Early synovial swelling of common extensor sheath. 
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that occur at irregular intervals and last from a 
few hours to days. The attacks occur with great 
frequency, and clearing of joint signs and symp- 
toms between attacks is complete. Periarticular 
and para-articular attacks are present in one- 
third of the cases. This variant is initially indis- 
tinguishable from episodic rheumatoid arthritis. 
About 30 to 40 per cent (perhaps more) of such 
cases eventually develop established rheumatoid 
arthritis if follow-up is sufficiently prolonged. 


INTERMITTENT HYDRARTHROSIS 


Intermittent hydrarthrosis is characterized by 
periodic joint effusions (almost invariably in the 
knee) subsiding without residuals only to recur 


FIGURE 3. Early rheumatoid arthritis. “Spindle” deformity 
third proximal interphalangeal joint. Note atrophy over dor- 
sum of hand. 
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at regular, cyclic intervals, usually from two to 
four weeks. Synovial punch biopsies have shown 
a histopathologic picture, nonspecific but com- 
patible with rheumatoid arthritis. Most patients 
originally considered to have intermittent hydrar- 
throsis ultimately develop rheumatoid arthritis. 


PSORIATIC ARTHRITIS 


Occasionally, psoriasis is associated with a 
rheumatoidlike arthritis. The terminal interpha- 
langeal joints of the fingers and toes are classic- 
ally involved (sites almost never affected in typ- 
ical rheumatoid arthritis). Such joint involve- 
ment is more likely to occur in digits, the nails of 
which show psoriatic changes, although this is 
not always the rule. Psoriatic arthritis occurs 
next in frequency in proximal interphalangeal 
joints of the fingers and toes and in the knees. 
Joint changes typical of rheumatoid arthritis 
occur. In many instances early juxta-articular 
bone absorption develops, leading frequently to 
severe crippling deformities. 


ARTHRITIS OF ULCERATIVE COLITIS 


Occasionally, patients with ulcerative colitis 
show manifestations resembling rheumatoid ar- 
thritis. This joint involvement may precede the 
colitis, accompany it or succeed established dis- 
ease. The peripheral joint disease that pursues a 
course synchronous with the colitis is usually 
mild; here, remissions generally follow subsidence 
of the ulcerative colitis. Not infrequently, ulcer- 
ative colitis and rheumatoid spondylitis are as- 
sociated. 


RHEUMATOID SPONDYLITIS 


Rheumatoid (ankylosing) spondylitis is a rheu- 
matoidlike arthritis of the diarthrodial joints of 
the spine. In contrast to typical rheumatoid ar- 
thritis, most patients are young males, but fe- 
males may be affected. Systemic manifestations 
similar to those of peripheral rheumatoid arthritis 
ordinarily are present, and in 20 per cent peri- 
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pheral arthritis occurs. Spondylitis is usually 
heralded by gradual development of low back | 
pain. As the disease progresses, diminishing lum- 
bar lordosis, decreasing spine mobility and shrink- 
ing chest expansion may ensue. Ankylosing spon- 
dylitis must be considered in every male with 
rheumatoid arthritis or unexplained back pain. 
While the symptoms and signs may precede the 
x-ray changes by months or years, the definite 
diagnosis of rheumatoid spondylitis requires ra- 
diographic confirmation. 


Laboratory Aids 


Laboratory data cannot replace careful inter- 
rogation and examination of the patient in the 
diagnosis of early rheumatoid arthritis. This diag- 
nosis, as carefully delineated by the American 
Rheumatism Association diagnostic criteria, rests 
on a constellation of findings, with the absence 
of excluding features. In practice, then, the lab- 
oratory furnishes supportive diagnostic informa- 
tion: evidence of tissue inflammation or consti- 
tutional reaction and evidence confirming the 
absence of excluding diseases. To date, no patho- 
gnomonic laboratory test is available. 

The anemia associated with rheumatoid ar- 
thritis is nonspecific and generally proportionate 
to the severity of the disease as estimated by the 
clinical appraisal of articular and nonarticular 
findings. Generally, it is normocytice hypochromic 
but may be hypochromic microcytic. (The latter 
finding requires the careful exclusion of a bleed- 
ing gastrointestinal lesion.) The development of 
anemia is not an early or major occurrence; it is 
uncommon during the first year of the disease 
and occurs in approximately one-fourth of the 
cases. Generally, the magnitude of anemia is low. 
Hematocrits between 30 and 40 volumes per cent, 
hemoglobin levels between 11 and 13 Gm. per 
cent and erythrocyte counts between 3,500,000 
and 4,000,000 RBC’s per cu.mm. are observed. 
Studies of the mechanism of anemiain rheumatoid 


Volume XXIV, Number 5 GP 


arthritis suggest that multiple factors, including 
dilution by increased plasma volume, shortened 
erythrocyte survival time and decreased eryth- 
rocyte production, operate singly or in combi- 
nations in individual patients. 

Leukocyte variations in early rheumatoid ar- 
thritis are also nonspecific but seldom reflect dis- 
ease duration or severity. Approximately one- 
fourth of the patients will have leukocyte counts 
above 10,000 per cu.mm. Occasionally, patients 
will have counts below 5,000 cells. Relatively 
high counts, 15,000 to 20,000, may be seen in 
some instances without associated or complicat- 
ing illness or acute joint disease. Blood smears 
may reveal a moderate increase in polymorpho- 
nuclears, lymphocytes, monocytes or eosinophils 
in one-third of the cases. Platelets are rarely al- 
tered. (In the presence of thrombocytopenia, 
splenomegaly is almost invariably present.) 

The erythrocyte sedimentation rate is often 
within normal limits in early rheumatoid arthritis. 
It is elevated in approximately one-fourth of the 
patients at the time of initial observation. With 
progression, the sedimentation rate is more likely 
to become elevated. 

Routine urinalysis may show a minor albumi- 
nuria and cylindruria but is usually normal. 
When other diseases are suspected, repeated uri- 
nalyses are advisable. 

Determinations of serum sugar and urea nitro- 
gen are normal. The serum urate level is initially 
elevated in 3 to 10 per cent of cases. Various non- 
specific alterations of the serum protein fractions 
may occur early in the course of the disease. 
These include elevation of one or more globulin 
components, with alpha 2 or gamma globulin the 
most often increased. Decrease of the albumin 
fraction rarely appears initially. Serum iron-bind- 
ing capacity (as well as serum iron concentration) 
may be decreased in proportion to the anemia. 
The various “phase reactants” including serum 
mucopolysaccharide, serum mucoid, sialic acid 
and C-reactive protein may be abnormal but of- 
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fer no practical advantage over the sedimenta- 
tion rate. 

Several types of agglutination tests for ‘‘rheu- 
matoid factors” are of interest but impractical for 
general application. They currently remain in the 
province of the research laboratories. However, 
simplified crude modifications of these complex 
procedures are available commercially. The sim- 
plest procedure, a slide method using sensitized 
bentonite or latex particles and undiluted whole 
serum, is suitable for office practice. Unfortu- 
nately positive tests occur in other connective 
tissue diseases, especially systemic lupus erythe- 
matosus and dermatomyositis with joint features. 
Rarer positives are noted in other disease entities 
and even in asymptomatic relatives of rheuma- 
toid arthritics. When a test for rheumatoid 
arthritis would be most useful, that is, early 
in the disease, these tests are often negative. 
They tend to become positive as the disease pro- 
gresses; however, then the clinical diagnosis is 
usually obvious. 

L.E. cells may form in small numbers in the 
blood of patients with rheumatoid arthritis. The 
incidence of this phenomenon has been reported 
as varying from 15 to 25 per cent. However, ap- 
pearance of L.E. cells in early rheumatoid arthritis 
is sufficiently uncommon to favor a diagnosis of 
systemic lupus erythematosus with joint mani- 
festations over that of rheumatoid arthritis with 
L.E. cells. 

Elevation of the antistreptolysin titer (ASO) 
occurs occasionally in early rheumatoid arthritis 
and may suggest acute rheumatic fever. An 
explanation of this finding is not clear. 

Synovial fluid is usually increased in volume in 
an active rheumatoid joint. It differs from normal 
fluid in that it is turbid and tends to clot. Total 
cell count is usually in excess of 180 cells per 
cu.mm. An abnormal increase in the polymorpho- 
nuclear cells of the synovial fluid, in excess of 25 
per cent of the total leukocyte count, may be 
present in early rheumatoid arthritis. 
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Fluid from rheumatoid joints is less viscous 
than normal and contains depolymerized mucin. 
A simple mucin clot test is helpful in demon- 
strating this abnormality. Normal fluid precipi- 
tates as an elastic, ropy clot in a clear solution 
when added to an equal volume of 2 per cent acetic 
acid. Rheumatoid fluid similarly treated usually 
yields a friable mass and shreds with clouding of 
the solution. 


Radiologic Aids 

X-rays of involved joints in early rheumatoid 
arthritis may be normal or show only soft tissue 
swelling (Figure 4). Other early changes may con- 
sist of minimal to moderate osteoporosis, some- 
times with subchondral cystic changes regional to 
involved joints. In more rapidly progressing dis- 
ease, joint space narrowing and irregularities of 
the articular surfaces may be noted (Figure 5). 


Differential Diagnosis 


From the foregoing it is apparent that the diag- 
nosis of early rheumatoid arthritis depends upon 
critical, often prolonged and repeated appraisal of 
the patient. The criteria necessary for a diagnosis 
of classical, typical, probable or possible rheuma- 
toid arthritis are clearly set forth in the revised 
Primer on the Rheumatic Diseases prepared by a 
committee of the American Rheumatism Asso- 
ciation. (JAMA, Vol. 171, 1205-1220, October 
31, 1959.) The differential diagnosis is essentially 
embraced in a list of 20 exclusions as published in 
connection with the diagnostic criteria. Space does 
not permit their inclusion in full in this article. 
Some of the more important entities are: 


DEGENERATIVE JOINT DISEASE (OSTEOARTHRITIS) 


This is a “‘wear and tear” type of joint disorder 
usually encountered in older persons. The common 
form of bony enlargement at the terminal inter- 
phalangeal joints (Heberden’s nodes) in the hands 
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FIGURE 4. Early rheumatoid arthritis with normal bone archi- 
tecture. Only soft tissue changes demonstrable about proximal 
interphalangeal joint of index finger. 


FIGURE 5. Rheumatoid arthritis with more advanced bone 
changes. Proximal interphalangeal joint of index finger shows 
narrowed cartilage space, irregularity of articular surface and 
subchondral cystic rarefactions. 
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should not be confused with rheumatoid arthritis. 
Rheumatoid arthritis may be suggested if the 
proximal interphalangeal joints are involved 
(Bouchard’s nodes). Besides the hands, the spine, 
knees and hips are common sites involved. Sys- 
temic symptoms are absent; the sedimentation 
rate is normal. 


GOUTY ARTHRITIS 


Acute gouty arthritis is characterized by the 
sudden development of an acute, exquisitely pain- 
ful swelling of a joint. The typical attack is abrupt, 
lasts from five to 10 days and usually subsides 
completely. Clinical suspicion is supported by a 
positive response to the standard therapeutic test 
with oral colchicine 0.5 to 0.6 mg. (1/120 to 1/100 
gr.) every one to two hours until relief of the 
joint pain or until nausea, vomiting or diarrhea 
develops. In acute gout, hyperuricemia is therule, 
although normal values are found occasionally. 
Caution should be exercised in interpreting serum 
urate levels. Elevations may occur from medica- 
tions, myeloproliferative diseases, renal failure, 
etc. Normal values may be found in gouty patients 
taking salicylates. In some patients polyarticular 
gout may present a more challenging problem. 


RHEUMATIC FEVER 


One of the most formidable clinical problems is 
the early differentiation of acute rheumatic fever 
from the acute onset of rheumatoid arthritis. At 
times these conditions are indistinguishable when 
first seen. A history of recent streptococcal infec- 


tion may be helpful. The ASO titer is usually pos- 
itive in increasingly high dilutions in rheumatic 
fever. In rheumatoid arthritis it is usually nega- 
tive, but if positive is rarely above 1:500 and with- 
out subsequent increase. Serial electrocardio- 
grams are always useful. Doubtful cases must be 
treated as rheumatic fever until proved otherwise. 


INFECTIOUS ARTHRITIS 


An infected joint should always be suspected in 
the presence of any acute or chronic infection. 
When suspected, an early and accurate diagnosis 
is essential. Diagnostic joint aspiration with smear 
and culture will usually clarify the diagnosis. This 
directs the immediate institution of specific ther- 
apy in the hope of minimizing joint damage. 


FIBROSITIS 

Symptoms of fibrositis may represent pro- 
dromes of rheumatoid arthritis. Such cases re- 
quire frequent, careful clinical study to exclude 
articular disease. 


SHOULDER-HAND SYNDROME 


At onset this condition may simulate rheuma- 
toid arthritis. Shoulder symptoms (pain and re- 
stricted motion) may alert the physician to this 
syndrome. Shoulder involvement in early rheuma- 
toid arthritis is uncommon. 


“COLLAGEN DISEASES”’ 


Joint manifestations are often observed in other 
connective tissue diseases, such as systemic lupus 
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erythematosus, dermatomyositis, polyarteritis 
and scleroderma. In every case of early or atypical 
rheumatoid arthritis these entities must be 
considered. Despite careful study the diagnosis 
may remain uncertain, only to become apparent 
later. 


PSYCHOGENIC RHEUMATISM 


Musculoskeletal complaints are common pre- 
senting symptoms in patients with emotional dis- 
turbances and tension states. Such patients de- 
serve critical, repeated observations before being 
classified as suffering from functional disturb- 
ance. The diagnosis of psychogenic rheumatism 
or “psychophysiologic musculoskeletal reaction” 
must be reserved for those patients in whom no 
demonstrable organic aberration can be detected. 


Conclusion 


A diagnostic challenge confronts the physician 
in every patient with joint complaints. The earlier 
this challenge is accepted, the better the outlook is 
for the patient. Is it arthritis? If not, what is 
responsible for the complaints? If it is arthritis, is 
it early rheumatoid arthritis? In the present status 
of our knowledge this is a diagnosis by exclusion. 
Although the etiology of rheumatoid arthritis is 
still shrouded in mystery, the beneficial effects of 
empiric management in most cases justify an 
earnest attempt to establish the diagnosis prompt- 
ly. Early rheumatoid arthritis can be diagnosed 
only by critical, periodic appraisal and often pro- 
longed observation of the individual with muscu- 
loskeletal symptoms. 


THE CHANCES ARE... 


That in plasma cell myeloma 


approximately 90 per cent of the patients will have skeletal pain 


as the presenting symptom. 


LEON G. SMITH, M.D. 


(Elliott F. Osserman, New England Journal of Medicine, 952, 


November 5, 1959.) 
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Three types of head injuries 

are very important to recognize. These are 

(1) acute subdural hematoma in infants, 

(2) acute extradural hematoma in adolescents 
and adults and (3) basal skull fracture. 

The acute emergency must be recognized, 
diagnosed and often treated by physicians 

other than neurosurgeons because transportation 
over considerable distance is usually dangerous. 


IN THIS ARTICLE I am concerned with the type of 
head injury often needing immediate care by the 
first physician who reaches the accident scene, 
and with recognizing and managing common 
problems associated with head injuries when 
neurosurgical help is not always necessary or 
available. 

The importance of this subject becomes ap- 
parent when it is recalled that 70 per cent of 
deaths caused by automobile accidents result 
from damage to the brain and spinal cord. Acci- 
dents of all types in 1957 were the third leading 
cause of death in the United States. 

Ideally, injuries to the head should be treated 
by a neurosurgeon. Unfortunately, this action is 
not always possible. Consequently, physicians in 
general practice should become familiar with the 
problems of traumatic head injuries and be pre- 
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Traumatic Cerebral Emergencies 
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pared to recognize those conditions which require 
immediate care-and, if necessary, institute this 
care if a neurosurgeon is not available. 

Two conditions are particularly important in 
this regard. They are the acute subdural hema- 
toma in the newborn or extremely young infant 
and the acute extradural hematoma in adoles- 
cents and older persons. These lesions frequently 
require immediate and definitive surgical action. 
Emergency tracheotomy should be performed if 
potential or actual respiratory embarrassment is 
present in the severely injured patient. 


Pathologic and Physiologic Phenomena 


The pathologic and physiologic aspects of in- 
jury to the brain are concussion, contusion, 
laceration, thrombosis and edema. 

Concussion is the temporary physiologic dis- 
ruption of the function of the brain without 
anatomic evidence of disruption. It is described 
as “‘a consistent reduction of activity in the retic- 
ular substance of the midbrain” or “paralysis of 
the reticular activating system.” 

Contusion is a more severe injury accompanied 
by focal trauma to the brain with small hemor- 
rhages and swelling but without actual gross dis- 
ruption of brain tissue. Contusion of this type 
might be called a “bruise.”’ If injury to the brain 
is severe enough to disrupt the brain tissues 
anatomically, we call the injury laceration. 

Thrombosis of the brain is the result of inter- 
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ference with the blood supply to the brain, with 
consequent alteration in the blood-brain barrier 
and in the cellular structures of the brain. 

Edema is swelling of the brain caused by altera- 
tions in the blood-brain barrier and distribution 
of intracellular and extracellular fluid. Frequent- 
ly it may be associated with varying degrees of 
intracerebral hemorrhage. When edemais present, 
the volume of the brain enlarges and increased 
intracranial pressure results. 

It is convenient to consider the problem of 
physiologic alterations in the brain under two 
categories: (1) those which are diffuse, as in 
generalized increased intracranial pressure, such 
as produced by a closed injury to the head result- 
ing in cerebral edema and (2) those which are 
focal, such as laceration of the motor area, pro- 
ducing contralateral paralysis. 

When generalized pressure occurs it is mani- 
fested by a slowing pulse rate, elevation of blood 
pressure and deterioration of consciousness. The 
clinical picture does not localize the lesion in this 
instance. Both localized and generalized phenom- 
ena may occur simultaneously. Surgical inter- 
vention usually is indicated when there are evi- 
dences of progression of focal signs or of increas- 
ing intracranial pressure or both. 

If the lesion is well localized, direct attack on 
the lesion may be instituted, but if there are no 
clinical evidences of the location of the hema- 
toma, then diagnostic tests such as angiography 
and ventriculography may be performed by the 
neurosurgical consultant. 


Clinical Classification 


The clinical classification of injuries to the head 
which appeals to me is very simple. Three types 
may be recognized, namely, mild, overwhelming 
and indecisive. 


MILD INJURIES 


Concussions, lacerations of the scalp and other 
minor injuries to the head are examples of mild 
injuries not usually requiring much definitive 
therapy. 


OVERWHELMING INJURIES 


Overwhelming injuries are those of such sever- 
ity that death is inevitable, no matter what 
therapy is instituted. They would include some 
crushing injuries, massive intracerebral hemor- 
rhage, massive intraventricular hemorrhage and 
lacerations of the midbrain or brain stem. 


INDECISIVE INJURIES 


The indecisive types of injury are of most con- 
cern to physicians in general and to neurosur- 
geons in particular. They include acute extra- 
dural hematoma, acute subdural hematoma, 
chronic subdural hygroma, chronic subdural 
hematoma, depressed skull fracture, basal skull 
fracture, traumatic cerebral edema and some 
instances of laceration of the brain and intra- 
cerebral hemorrhage. In many instances, if these 
injuries are recognized and properly treated, 
lives may be saved. Most of the patients will 
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survive long enough after the initial trauma to 
reach a neurosurgeon. 


Treatment of Indecisive Injuries 


In considering patients with indecisive injuries 
to the head one must divide them into: (1) those 
surviving long enough after the accident to 
receive neurosurgical care and (2) those who 
might not survive until neurosurgical care can be 
obtained. Here we need review only briefly those 
usually treated by a neurosurgeon; whereas we 
shall outline in more detail certain aspects of 
those conditions possibly encountered by physi- 
cians other than neurosurgeons. 


CONDITIONS TREATED BY NEUROSURGEONS 


Depressed fractures of the skull and penetrat- 
ing injuries to the brain should be treated proper- 
ly only in a well-equipped neurosurgical center. 
Débridement should be carried out, but in this 
day of effective prophylactic antibiotic therapy, 
time will permit the transfer of most patients to 
neurosurgical centers. 


CONDITIONS OFTEN TREATED BY OTHER PHYSICIANS 


Acute extradural hematoma in adolescents and 
adults, acute subdural hematoma in babies and 
some instances of basal skull fracture are injuries 
sometimes treated by other physicians. 

Hematomas. Acute subdural hematoma in 
adults rarely occurs in a “pure” form, i.e., it 
usually is associated with other injuries to the 
calvaria and brain which require neurosurgical 
care. 

When an acute subdural hematoma does occur 
in “pure” form it mimics acute extradural hema- 
toma and should be treated accordingly. Chronic 
subdural hygroma and chronic subdural hema- 
toma rarely are emergency conditions. As a rule 
they are manifested by long-standing increased 
pressure which appropriately is treated by a 
neurosurgeon. 
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Basal Skull Fractures. I should like to pause 
briefly in discussing basal skull fracture because 
this lesion so frequently is unrecognized both 
clinically and radiographically. In my own prac- 
tice the possibility of overlooking a basal skull 
fracture concerns me so much that any person 
who sustains an injury to the head severe enough 
to produce unilateral or bilateral orbital hema- 
tomas (black eyes) is regarded as having a basal 
skull fracture. This means hospitalization for 
several days, elevation of the head of the bed 30° 
and prophylactic antibiotic therapy to prevent 
meningitis. If the patient has otorrhea, rhinor- 
rhea or roentgenologic evidence of a basal skull 
fracture, the same form of therapy should be 
started. 

Generally, basal skull fractures are not surgi- 
cal emergencies and can be treated effectively by 
the above means. Persistent leakage of cerebro- 
spinal fluid may necessitate neurosurgical repair. 
Closed head injuries likewise are not always sur- 
gical emergencies, however they may be more 
serious and devastating than the more formidable 
compounded, comminuted brain-lacerating frac- 
tures. 

Cerebral Edema. Closed injuries to the head are 
dangerous because of uncontrolled cerebral 
edema. This occasionally requires decompressive 
surgical treatment, but recently it has been 
corrected by chemical means such as the judi- 
cious intravenous use of urea. When the cerebral 
edema is profound, the institution of hypo- 
thermia may be tried. More serious cerebral 
edema usually requires tracheotomy to provide 
effective oxygenation. 

Cerebral anoxia, increased blood pressure, 
venous stasis, high fever and an _ increased 
metabolic rate are all signs of impending disaster 
that are best combated by better oxygenation, 
reduction of the fluid content of the brain tissues 
and reduction of the metabolic rate and tempera- 
ture by means of tracheotomy, intravenously ad- 
ministered urea and controlled hypothermia. 
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INJURIES POSSIBLY REQUIRING DEFINITIVE 
SURGICAL THERAPY BY OTHER PHYSICIANS 


The ability to perform an emergency trache- 
otomy may be lifesaving when a patient sus- 
tains a severe head injury and should be ac- 
complished as soon as it is feasible to establish 
an airway. 

Acute Subdural Hematoma. Most physicians 
should be able to recognize impending death in 
newborn infants caused by acute subdural hema- 
toma. Clinically, the condition may be manifest 
by convulsions, coma, tense anterior fontanel 
and hemorrhages in the eye grounds. It is a sim- 
ple matter to introduce needles into the lateral 
aspect of the anterior fontanel bilaterally and to 
allow the subdural blood to escape. This may 
temporarily save the child’s life. Repeated punc- 
tures usually are necessary, and often subdural 
membranes may have to be removed if the situa- 
tion becomes chronic. 

Acute Extradural Hemorrhage. The other acute 
emergency which must be recognized and possi- 
bly treated by physicians other than neurosur- 
geons is acute extradural hemorrhage. 

In the classical example an adolescent riding a 
bicycle falls and strikes his head, or he is hit by 
an automobile and injures his head. He is mo- 
mentarily dazed, but then he remounts his bicycle 
or gets to his feet and goes home. During the 
next hour headache develops and the victim 
becomes generally ill and vomits. Contralateral 


paralysis and an ipsilateral dilated pupil appear 
and he loses consciousness. At this stage the situ- 
ation is a dire emergency. The victim is in trou- 
ble because he has fractured his temporal bone, 
and the fracture in turn has lacerated the middle 
meningeal artery. This lesion has caused extra- 
dural bleeding in the middle cranial fossa. 

The boy is drowsy and feels ill because of 
rapidly increasing intracranial pressure. He has 
contralateral paralysis because of pressure exert- 
ed on the ipsilateral motor area. The victim has 
an ipsilateral dilated pupil because of herniation 
of part of the temporal lobe through the tentorial 
notch, with compression of the third cranial 
nerve. 

Surgical intervention is imperative and must 
be accomplished without delay. Temporal crani- 
ectomy is done with the patient prepared for 
bilateral exploration since the bleeding rarely 
may be on both sides. The blood clot is evacuated 
and the middle meningeal artery is coagulated, 
tied, clipped or packed, but whatever is done, the 
pressure must be relieved immediately. As a rule 
the actual loss of blood is inconsequential. 

Some patients may be transported to a neuro- 
surgeon for this treatment. If it is only a 30-mile 
trip the patient might be saved by this action, 
but a 90-mile trip might result in death. There- 
fore, the recognition and treatm ant of this condi- 
tion should be familiar at least to anyone who 
calls himself a surgeon. If not, preventable 
deaths will continue to occur. 
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The clinical investigation of new drugs 

can be performed by the practicing physician 
if he will take the trouble to do the job 
properly and scientifically. Careful planning 
with adequate controls and complete records 
is the first step. Patients must then 

be selected and the drug given in such a way 
that bias is avoided. The double-blind 
technique may be used. All side effects 

must be noted and adequately evaluated. 


DRUG RESEARCH is not, as has been stated by 
persons outside the realm of medical practice, 
merely for financial enhancement of pharmaceuti- 
cal manufacturers, doctors and druggists. The 
basic reason for research or clinical investigation 
is the basic reason for all practice of medicine: to 
improve a technique, alter a surgical procedure, 
find new and better drugs or improve the ones 
we already have. This in turn produces healthier 
and happier patients with a minimum of disease, 
disability and destruction of body tissue. The 
general practitioner with an inquiring turn of the 
mind should be able to, and certainly must, do 
acceptable and valuable research. 

The large and richly endowed laboratory is not 
the only avenue for research. General practitioners 
can conduct clinical investigations of many types 
in their offices, in the homes of their patients, in 
the fields of minor as well as major surgery, in 
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simple pharmacology and psychopharmacology 
and lastly by the words spoken to their patients. 

In this country, at least 80 per cent of all pa- 
tients seeking the services of physicians will be 
seen first by a practicing family doctor. This 
vast volume of patients, with or without organic 
disease, allows the general practitioner the distinct 
privilege of doing research in various and diverse 
forms. Most of this research will benefit the pa- 
tients he is currently treating. However, it will 
also benefit those with the same disease, either 
physical or mental, who follow. 

In the past few years I have presented some 
new approaches to some of the problems we en- 
counter in our daily practices. These investiga- 
tions range from a new approach in treating 
scalp wounds to the treatment of cervical erosion. 
I have also done research on many drug products. 

Perhaps, at this very moment, you are doing 
research but do not recognize it as such. For 
instance, you may have discovered a new ap- 
proach to a troublesome problem in minor sur- 
gery or a new response in the action of a drug 
prescribed for one purpose but helpful for another 
condition coincidentally afflicting your patients. 
This is when you must take time to write down 
your findings (your notebook and pencil always 
at hand) and observe the drug’s action for similar 
conditions in other patients. This is unpremedi- 
tated research: research by accident and obser- 
vation. I am certain you have observed this many 
times in your daily practice. But have you ever 
taken the time or made the time to follow through 
on your findings? To write about them? 


Factors in Research 


In the field of drug research there are four 
main and interrelated factors: (1) the physician’s 
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attitude, education and understanding of the 
basic problems in research, (2) the conduct of 
research, (3) the availability of good drugs 
whether new or already on the market and (4) 
the selection of the proper drugs to be used for 
specific conditions. 

Many effective and potent drugs are now 
available and new and better ones are constantly 
being developed. Consequently, physicians must 
understand that research is an intensive and 
serious business. The physician who gives his 
patient 100 tablets of a new drug and instructs 
him to take them as directed and return in one 
month for a tabulation of the findings is doing a 
grave injustice to the drug manufacturer, the 
patient, the product and to himself! No matter 
what the drug or its purpose and use, the patient 
must always be under close observation and 
frequent examination (once weekly, oftener in 
some instances) by the research physician. 

The practicing family physician must and can 
do research with many drugs presented to him. 
It is the constant observation by the physician 
in determining the response to drugs, both old 
and new, or the results in the use of various tech- 
niques, that have helped direct undesirable and 
unworthy drugs to the pharmaceutical cemetery. 

To serve as clinical investigator represents a 
grave responsibility. I do not mean the evalua- 
tion of a drug used on five or six patients in your 
practice. This evaluation followed by a meaning- 
less personal communication to the manufacturer 
that these few patients liked the drug and that it 
helped the condition for which it was intended is 
of little value. A true evaluation, comparing the 
new drug with a drug for the same purpose al- 
ready in use and a placebo, used in a study on 
100 or more patients, is worthwhile and certainly 
represents a true response to the drug under 
investigation. 

Finally, the results of the investigator’s studies 
must be submitted by the company to the FDA 
in the form of a new drug application containing 


120 


full reports of all studies, both animal and hu- 
man, conducted with the drug and a complete 
description of the production, processing and 
packaging used in manufacturing the drug, in- 
cluding all labels and labeling proposed for use 
with the drug. All of these data and more must 
be reviewed and accepted by the staff of the 
New Drug Branch before the drug can be legally 
marketed in interstate commerce. Each new 
drug must have an official brochure as part of its 
labeling which is a summarization of all the perti- 
nent information known about its use. This 
information is based upon the work and experi- 
ence as reported to the drug firm by the clinical 
investigators. The physician, then, as a clinical 
investigator, assumes the responsibility of 
furnishing the basis for the information which 
will be distributed to the medical profession at 
large telling physicians how to use the drug 
effectively and safely. Therefore, a clinical in- 
vestigator must do more than blithely send off a 
short note to the drug manufacturer with a few 
remarks about a new drug or merely satisfy his 
own curiosity. In the role of clinical investigator, 
the practicing physician plays a vital part in the 
future of the new drug. 


The Casual versus the Scientific Approach 


The clinical investigator’s impressions and 
opinions of therapeutic properties have played a 
very dominant role. Centuries ago, until 1900, 
impression and opinion have in many instances 
been the only judge of a drug’s value. More 
recently, physicians have come to appreciate the 
growing importance of the scientific approach in 
selecting drugs. It is usual in the development of 
new therapeutic agents to screen the materials in 
laboratory animals and then proceed directly to 
casual clinical trials in patients as a means of 
deciding if the drug, technique or agent should 
be widely introduced. 

Neither of these methods is entirely satisfac- 
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tory. At times, products showing good results in 
laboratory animals are frequently ineffectual in 
human beings. The casual clinical trial by the 
physician with a few patients, 10 or less, is often 
misleading and although many physicians may 
run these casual clinical trials, this quantitative 
volume adds little proof about the drug’s merits so 
tried. In many instances, this type of “clinical 
trial’’ may be misleading. The physician engaging 
in clinical evaluation of drugs or other studies in 
research must distinguish between the “con- 
trolled clinical trial’? and the “casual clinical 
trial” as mentioned previously. 


Golden Opportunity for Family Physicians 


The nation’s family physicians have a golden 
opportunity to consider clinical investigation in 
the following segments of medical practice which 
comprise more than 50 per cent of the complaints 
bringing patients to their offices: First, the com- 
plaint, “I feel tired all the time; I have no pep” 
(general malaise) ; second, “I burp a lot,’’ “I have 
pain in my stomach” (this may mean anywhere 
in the abdominal cavity and perhaps at times 
above the diaphragm), “I am constipated” or 
“T have pain in my lower bowel’’ (gastrointesti- 
nal), and third, psychosomatic complaints too 
numerous to list. Along with those mentioned 
above are problems of dysmenorrhea, useful 
methods of treatment, care of the aged, nutrition 
(including obesity or underweight), diseases due 
to stress and the incidence of disease in persons 
who appear to be perfectly normal. There are 
many other areas in which the general practitioner 
should and could become interested—and in- 
vestigate. 


Biostatistics 
Any clinical experiment or investigation will 


be of little value unless the experimental design 
is formulated first. Results cannot be properly 
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tabulated unless the experiment is properly set 
before the investigation is started. First, the 
researcher must decide just what it is he wishes 
to find out during the investigation. To begin a 
project without proper direction, whether with 
drugs for humans or animals, or a surgical tech- 
nique or a procedure, would be like groping in a 
darkened, unknown hallway hoping by some bit 
of luck to come in contact with a doorknob. In 
many instances, the doctor may not know just 
what he has found and come away with exactly 
nothing. It is only when he understands just what 
it is he wishes to find out, when he develops a 
protocol and profile card and then systematically 
approaches the problem at hand that his results 
will be meaningful. Only when the question is 
clear can the experiment or research project be 
properly approached to secure the answer. In 
many instances, the temptation is great to begin 
with an idea or notion and proceed with the ex- 
periment before the question to be answered is 
specifically formulated. 


Bias and Proper Selection 


Bias may be intentional or unintentional, ac- 
cidental or premeditated. It may take the form 
of questions asked in one manner when one drug 
is prescribed and the same questions asked in 
another fashion when the second drug is given to 
the same patient. Bias may crop up when the 
researcher prescribes the same or different drugs - 
in an éxperiment in varying dosages for different 
patients. Bias may take the form of physician- 
suggestion when one drug is switched for an- 
other in the double-blind study. It is very 
difficult to eliminate bias completely but an effort 
to do so must be maintained. 

In many instances, the physician desirous of 
doing research in his practice may choose the 
wrong problem to research. At times, research 
physicians, even good ones, need help in choosing 
problems wisely. Sometimes the practicing phy- 
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sician may not know when his research project 
is finished or stalemated. Nor, at times, will he 
know if what he is doing is good or bad. Time and 
experience will help. So will advice and encourage- 
ment from the experienced researcher. 


Techniques of Drug Research 


Before beginning clinical research with drug 
products, the physician must know the various 
approaches to the research problem. A very 
simple but highly arbitrary and nonscientific ap- 
proach consists of giving a new drug or combina- 
tion of drugs to alternate patients being treated 
for the same disease or complaint; then, by ques- 
tioning, testing and observing, the results ob- 
tained are compared to the results found with 
drugs previously prescribed for these same pa- 
tients with the same conditions and in similar 
circumstances if possible. Again, the physician 
can substitute the new drug in those patients re- 
ceiving the prior medication and then critically 
compare the two by questioning the patient and 
by laboratory procedures if the project lends it- 
self to responses which can be recorded by 
laboratory analysis and data. 

The double-blind method is probably the most 
widely used approach to scientific evaluation of 
drugs in humans today. The medication to be 
used is compared with a placebo either alone or 
with one or more other active drugs used for the 
same purpose. All of the medicaments and the 
placebo are prepared by the manufacturer in the 
same shape, size, color and packaging. The code 
label on each package listing its contents will be 
known only to the manufacturer until after the 
study is finished and the results tabulated. 


Factors Distorting Drug Evaluation 


At times the initial results of drug evaluations 
may prove erroneous on follow-up examinations 
and observations. Certain factors may distort 
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drug evaluation and physicians doing drug re- 
search must be ready to accept these distortions 
when they produce disappointing results. The 
investigator’s overenthusiasm may be reflected 
in the patient’s response to the drug. This may 
not truly bias his observations but may so raise 
the patient’s hopes and expectations that he 
may respond overenthusiastically. This response 
may not be related to the true action of the drug. 

Certain life situations may change while the 
patient is taking the new drug. These changes at 
home, on the job and other factors may and do 
influence drug response in many instances. It is 
important to know if situations at home, at work 
and at play or recreation remain about the same 
tempo while the patient is under observation 
with a new drug; this is especially important for 
drugs under study for hypertension, gastrointesti- 
nal disorders and psychosomatic complaints. The 
observational bias of the investigator in favor of 
the drug must be omitted, better yet, not allowed 
to crop up. 

The weaknesses of the double-blind test must 
be understood and accounted for, if possible, at 
all times. The physician, as previously men- 
tioned, may be too enthusiastic and signal his 
enthusiasm to the patient. A small series of pa- 
tients tested may give false impressions about the 
true worth of the drug used. A large series with 
frequent and lengthy observation is essential to 
random out errors. Again, many observers of 
various personalities and disassociated labora- 
tories are needed to eliminate or diminish specific 
attitudes of single observers (researchers) and the 
ever-present technical errors of laboratory aides. 
The attitudes of a specific group of patients 
toward “‘their’ doctor might influence some drug 
actions, and therefore multiple groups treated 
with the same drug and placebo or technique by 
various physicians must be studied. This answers, 
in part, the cost of new drugs today. 

Another interesting phase in drug research by 
the practicing physician is his ability to break 
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the “‘code’”’ simply by the response and actions 
shown by the patients when taking the drug as 
compared with the placebo. This may tend to 
bias the inexperienced clinical investigator, the 
student or intern beginning this phase of work. 

A drug is made more effective by a positive at- 
titude on the part of the physician; the same drug 
may be made less effective by a negative attitude 
on the part of the physician. The placebo, or in- 
active agent, can be used effectively in many 
instances, but the placebo given with a positive 
attitude on the physician’s part is still not as 
effective as the active agent or drug. 


Side Effects 


There is yet another portion of clinical evalua- 
tion of drugs to be considered by the general 
practitioner who anticipates attempting this field 
of practice. He must keep in mind, and dif- 
ferentiate between, side effects from drugs and 
drug reactions. 

Side effects from a drug are often acceptable 
when compared to the effectiveness of the drug 
used. These side effects may be, and in many 
instances are, totally unexpected, transitory or 
short lived and usually require only diminished 
dosage or discontinuation of the drug for them 
to disappear either promptly or gradually. 


Drug Reaction 


Drug reaction is another story and highly 
important to both the physician and his patient. 
The reaction may be alarming, life threatening or 
incapacitating. It may be long lasting or short in 
duration and occasionally may produce symp- 
toms or effects of greater seriousness than the 
original disease for which the drug was used. 
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Berryman very aptly states: “Drug reactions 
derive from processes that are usually quite dif- 
ferent from side effects. The former may have 
immunologic aspects related to antigen-antibody 
mechanism, while the latter are foreseeable 
pharmacologic effects upon tissues other than the 
target ... Practically every chemical entering 
the body must undergo a series of changes for 
solubilization, absorption, passage across the 
lipoid membrane of the cell, therapeutic effect 
per se, and eventual excretion. Within this chain 
of microcellular events lies the cause of the for- 
tunately rare drug reaction—a distressing or 
catastrophic event born of the chemical struc- 
ture of the agent and the (resulting) idiosyncratic 
response of the host.” 

The ideal drug would be one which would be 
absorbed without alteration of its molecule, would 
exert one specific action on one enzyme system, 
would be released after its effect is completed and 
finally eliminated without change through exist- 
ing channels of excretion. 

Clinical research and other scientific experi- 
mentation for scientific purposes is as old as re- 
corded history. This is a requirement for the 
progress in science and for the betterment of 
human living in a longer life. 

Common sense, vision, forethought, avid 
interest in what you intend to research or inves- 
tigate, imagination and, lastly, time to record 
your findings will give you, as a family doctor, 
a greater interest in your patients, their illnesses 
and their reactions. Above all, research will show 
your patients’ willingness to help produce and 
prescribe better methods and medicinals for 
better health and a longer life. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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The Clinical Management 
of Radiation Exposure 
Due to Atomic Explosions 


JACK P. CLARK, M.D. 
Syracuse, Indiana 


Civilian use of atomic power is increasing 
rapidly, and with this goes the risk of atomic 
explosions. Any physician may suddenly*be 
faced with the necessity of treating patients 
for radiation exposure. Therapy should 
include complete physical and mental rest 
and a bland, low-residue, high-protein diet. 


POTENTIALLY, radiation injury may demand the 
attention of any physician because civilian use 
of atomic power is increasing rapidly and the 
possible threat of military use exists. In case of 
an atomic disaster, blast and heat will cause 
greater morbidity and mortality than radiation. 
Since the principles of burn therapy now are avail- 
able in standard surgical textbooks, they will 
not be discussed in this article. 


What to Expect from Atomic Explosions 


Radiation is the energy resulting from the dis- 
integration (fission) or the combination (fusion) 
of atoms. For practical purposes, this consists of 
x-rays, gamma rays, fast and slow neutrons, beta 
rays and alpha particles. The most commonly 
used unit of measurement for this energy is the 
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roentgen (r). Beta rays are energetic electrons, 
negatively charged subatomic particles of very 
little mass that normally revolve around the 
nucleus of the atom. Alpha particles, correspond- 
ing to the nucleus of the helium atom, consist of 
two neutrons and two protons. Neutrons with no 
electrical charge and protons with a positive 
charge are the components of all atomic nuclei 
and relatively have much more mass than elec- 
trons. Since the skin acts as an effective filter, 
there is little danger due to alpha or beta irradia- 
tion from external sources, except for superficial 
burns. However, if radioactive material is in- 
gested and incorporated into the body, alpha or 
beta emission can produce serious injury. X-rays 
and gamma rays are electromagnetic waves; con- 
sequently, they constitute energy without mass. 
They penetrate deeply, expending their energy 
and producing cellular damage by causing accel- 
eration of the electrons in the atoms of the tissue 
molecules. The fast neutron causes cellular dam- 
age by accelerating the protons of the cells, while 
slow neutrons cause biologic injury by emitting 
gamma rays. 

World War II experience with the atomic bombs 
at Hiroshima and Nagasaki indicated that sur- 
vival rates were surprisingly good even though 
there were no bomb warnings. The survival rates 
ranged from 10 per cent at a radius of one-half 
mile to 98 per cent between two and one-half 
and three miles. One-half of the deaths and in- 
juries were caused by blast injury; one-third by 
flash, and only 15 per cent by radiation illness 
alone. The Hiroshima bomb was equal to 13 
kilotons of TNT; whereas the H-bomb tested in 
1954 had a 15-megaton rating. However, the 
larger bombs waste much of their power and the 
increase in area of destruction is not proportionate 
to the increase in bomb size. More specifically, 
a Hiroshima-type bomb produces heavy damage 
in a two-mile radius but increasing its power 100 
times merely increases the heavy damage radius to 
four and one-half miles. 
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Exposure Avoidance and Precautions 


Radiation following atomic explosions is divided 
into three phases. The most important phase is the 
initial radioactivity period due to intensive gamma 
rays and neutron particles. Explosions in the air 
at about 2,000 ft. produce the greatest initial 
radioactivity as some of the radiation does not 
reach the ground with higher explosions and 
lower explosions are more or less blocked by 
buildings and hills. Induced radioactivity results 
from the irradiation of gold, silver and similar 
objects causing them to become radioactive. In- 
duced radioactivity rarely poses a health threat. 
The fission and fusion products of a ground, 
underground or underwater blast contaminate 
air, water, dust, etc. This is the lingering radio- 
activity phase. While initial radiation lasts only a 
little over one minute, lingering radioactivity 
lasts from a few minutes to months, depending on 
the type of radioactive material. 

The safest places during an atomic disaster 
are: (1) an underground cement bomb shelter, 
(2) a central basement room or, if not available, 
(8) a central room on the ground floor. Besides 
affording protection against heat, blast waves 
and flying objects, these areas act as physical 
filters to reduce radiation. Doors and windows 
should be shut, drapes closed and window shades 
pulled for protection from flying objects. To re- 
duce fire hazards, gas and oil should be discon- 
nected and draft and fuel doors on furnaces 
should be closed. If it is impossible to get inside 
a building before an explosion, being inside a 
closed car, ducking behind a building or even 
lying in a ditch with the arms held over the head 
would afford considerable protection. Following 
an atomic blast, broken windows should be 
covered. If a person leaves the shelter area he 
should leave his shoes outside before re-entering 
to avoid tracking in radioactive dust. For practi- 
cal purposes, the need for shelter would end in 
two weeks; however, one could venture out at 


125 


The Clinical Management 
of Radiation Exposure 
Due to Atomic Explosions 


short intervals for rescue work and other purposes 
within a few minutes after an air blast and within 
a few hours when lingering radioactivity exists. 


DECONTAMINATION MEASURES 


Any rain after an explosion may be contamin- 
ated and should be avoided. Outer clothes trap 
radioactive dust and should be buried if con- 
taminated. An individual contaminated by linger- 
ing radioactivity should shower thoroughly, pay- 
ing special attention to his hair. This should be 
followed by radiation monitoring checks. Con- 
taminated vehicles must be washed thoroughly, 
especially greasy areas. The wash water should 
be discarded in a pit dug in an isolated area. 
After an air blast, food and water may be used. 
In the event of a ground or water blast resulting 
in lingering radioactivity, canned goods, items 
stored in tight cupboards and items having a 
discardable outer layer (bananas, apples, potatoes, 
lettuce, etc.) should be washed to remove any 
surface contamination. Water already in a build- 
ing’s plumbing will not be contaminated, so a 
small amount may be drawn and used. Water 
from properly constructed wells and springs may 
be considered safe but surface water must be 
considered contaminated until declared safe by a 
radiation detection team. Even then it must be 
treated by chlorinating or boiling at least one 
minute to avoid outbreaks of typhoid and other 
water-borne diseases. 


MAXIMUM EXPOSURE ALLOWANCES 


Medical supplies would not be damaged by 
irradiation and would still be effective. In an 
explosion producing lingering radioactivity, there 
is no danger to patients and medical supplies if 
both are properly decontaminated. Bottles, vials 
and instruments should be washed thoroughly to 
remove contamination caused by lingering radia- 
tion. In case of an air blast, there would be no 
danger to the personnel treating patients exposed 
to radiation. 
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Personnel working in radiation disaster areas 
should, if possible, keep a record of their radia- 
tion exposure by using individual dosimeters such 
as the film badges radiologists use. One may be 
exposed to as much as 25 r total body gamma 
radiation delivered over a few hours as often as 
once weekly and still be able to perform his 
duties. However, with this exposure there is the 
possibility of delayed effects, that is, a greater in- 
cidence of cataract formation, leukemia, skin 
cancer and genetic mutations which occur after 
excessive irradiation. To avoid this, exposure in 
emergency situations should not exceed 5 r per 
single exposure and 15 r per year. For routine 
work with radioactive substances, maximum 
permissible exposure allowances have been 
established at 0.3 r per week total body external 
radiation. When this amount is exceeded, com- 
pensatory time without exposure should be 
allowed. The number of weeks indicated is ob- 
tained by dividing the actual exposure by 0.3 r. 


Prognosis of Radiation Illness 


The prognosis of radiation injuries has been 
worked out in detail by Dr. E. P. Cronkite. There 
are usually no signs or symptoms of radiation 
sickness with total body exposure below 50 roent- 
gens. There would be few or no symptoms from 
50 to 150 roentgens but studies would show de- 
pressed leukocyte and platelet counts. Higher 
exposures would produce radiation illness in most 
subjects. When the total body exposure is between 
150 and 500 r, the greatest problems are caused 
by bone marrow depression. Above this level, 
severe direct effects on the gastrointestinal epithe- 
lium produce a more fulminating course, and very 
high doses, by direct effect on the nervous sys- 
tem, will cause rapid death. 

Generally, the prognosis is better in the patient 
who has no early vomiting. If the leukocyte count 
remains above 2,500, no overt disease is expected 
and the only likely sign is greater fatigability. 
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If the leukocyte count is from 1,000 to 2,500, acute 
radiation illness may be expected. The prognosis 
in this group is favorable with treatment. Without 
adequate treatment, the outcome is usually fatal 
if the WBC drops below 1,000. Blood countsshould 
be checked for three months after exposure. 

A high fever, developing two weeks after 
exposure, suggests a poor prognosis. It probably 
indicates gastrointestinal damage with septice- 
mia; yet, a stepwise fever 20 days postexposure 
may be due entirely to hematopoietic changes 
and does not have the same prognostic signifi- 
cance. Epilation indicates a dosage of 300 roent- 
gens or more. This occurs usually during a latent 
phase of radiation illness about one week before 
the return of symptoms and indicates that these 
patients will be seriously ill. 

The patients’ symptoms provide the most 
accurate method available for the diagnosis and 
prognosis of radiation injury. By utilizing the 
presenting symptoms and the clinical course, the 
patients may be divided arbitrarily into groups 
which will probably survive, possibly survive 
or probably not survive. 


UNLIKELY SURVIVAL 


Patients in the most severly injured group in 
which survival is improbable develop progres- 
sively severe vomiting within a few hours after 
exposure. The vomiting progresses rapidly to 
prostration, diarrhea, anorexia and fever. Pro- 
found depression of the leukocytes is evident 
within 48 hours. This group’s mortality rate 
would be near 100 per cent with a survival time 
of only a few days. 


POSSIBLE SURVIVAL 


The intermediate group in which survival is 
possible would have moderately severe vomiting 
on the day of exposure subsiding in a matter of 
hours. This would be followed by an asympto- 
matic latent period of one to four weeks and then 
by a recurrence characterized by any combination 


GP November 1961 


TABLE 1. 


Summary of Prognosis of Radiation Illness 


A. Unlikely Survival-mortality near 100 per cent—survive 

only a few days 

1. Vomiting within few hours of exposure 

2. Progresses to prostration, diarrhea, anorexia, fever 

3. White blood cell count less than 1,000 within 48 
hours 

4. Hemogram shows no platelets, no reticulocytes and 
less than 500 granulocytes 


B. Possible Survival 
1. Vomiting day of exposure—subsides in a few hours 
2. Asymptomatic latent period of one to three weeks 
3. Second phase includes any or all of the following: 
purpura, epilation, oral and cutaneous lesions, bloody 
diarrhea and infection of wounds or burns that were 
healing well 


C. Recovery Probable 

1. Minimal or no vomiting the day of exposure 

2. Late symptoms, if any, similar to the second phase 
of the possible survival group 

3. Leukocytes remain above 2,500—granulocytes above 
1,500 

4. Without development of late symptoms, would be 
found only by serial study of the white blood count 
(depression followed by rise), by personal radiation 
dosimeters or by knowing location at time of explo- 
sion 


TABLE 2. 


Summary of Suggested Therapeutic Program 
for Radiation Illness 


A. General 


1. Complete physical and mental rest—sedative if 
needed 
2. Bland diet, low residue, high protein 
3. General nursing care—especially oral and cutaneous 
hygiene 
B. Specific 


1. Antinauseants, e.g., prochlorperazine dimaleate 10 
mg. by injection every six hours 
2. Fluids and electrolytes to maintain urinary output 
and acid-base balance 
3. Antibiotics 
a. Prophylaxis with 250 mg. penicillin V and 250 
mg. tetracycline every six hours by mouth start- 
ing on the fifth to seventh day. Continue until 
white blood cell count is over 1,500 
b. Others for overt infection—sulfas and strepto- 
mycin likely to be especially useful 
. Transfuse for severe anemia 
. Plasma, parenteral amino acids, albumin and glucose 
to maintain nutrition in anorexic phase 
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of the following symptoms: late infection of 
wounds and burns which had been healing 
normally, epilation, oral and cutaneous lesions, 
purpura and bloody diarrhea. There would be a 
profound depression of the lymphocytes within 
the first few hours after exposure which would 
persist for months. A later depression of the gran- 
ulocytes and platelets would occur. Infections 
caused by low white count, impaired immune re- 
sponse and skin and bowel ulcerations would occur. 


RECOVERY PROBABLE 


This group has received less radiation exposure 
and thus, survival is probable. There may be 
some nausea or minimal vomiting that subsides 
quickly on the day of exposure. There may be no 
early symptoms and the condition may be 
clinically unrecognizable until two to four weeks 
later when the picture is similar to the second 
phase of the intermediate group. Some patients 
will remain completely asymptomatic and will 
not be detected without serial blood studies. 
These studies would show an early lymphopenia 
followed by a possible granulocytopenia and 
thrombocytopenia. 


Treatment of Radiation Illness 


Treatment is principally symptomatic and 
fundamentally based on the presenting picture. 
A workable therapeutic program would include: 
(1) complete physical and mental rest with mild 
sedation, (2) a bland, low-residue, high-protein 


diet and (8) general nursing measures including 
skin care and oral hygiene to avoid ulcerations. 

Early shocklike syndromes with prostration, 
profound nausea, vomiting and diarrhea indicate 
a very poor outcome. If the situation allowed 
treatment of this group, the patients would pre- 
sent a problem of electrolyte and acid-base 
balance. The electrolyte problem could be hypo- 
chloremic alkalosis due to vomiting, hyper- 
chloremic acidosis due to diarrhea or possibly 
potassium depletion alkalosis due to inanition. 
Ideal replacement therapy would depend on 
laboratory studies and established principles of 
electrolyte replacement to maintain proper acid- 
base balance and a urinary output of 30 to 50 ml. 
per hour. In case these are not available, intra- 
venous fluids are depleted and the patient is able 
to retain fluids, it would be helpful to use an oral 
electrolyte solution such as 4 oz. of orange juice, 2 
heaping tablespoons of sugar, one-half teaspoon 
of salt and enough water to make a quart. This 
solution may be given as desired. Antinauseants 
such as chlorpromazine (Thorazine®), prochlor- 
perazine dimaleate (Compazine®), cyclizine 
(Marezine®) and meclizine hydrochloride (Bo- 
nine®) would be useful. If available, plasma, par- 
enteral amino acids, albumin and glucose would 
help maintain nutrition in the anorexic phase. 

Most life-threatening infections following ra- 
diation exposure gain entrance through the ra- 
diation-damaged intestine. For this reason, the 
sulfa drugs and streptomycin would find wide 
usage. Prophylactic antibiotics should be started 
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ternship at the USPHS Hospital, Seattle, Wash., and was on active duty 
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medicine at the U.S. Naval Hospital and served as radiation health and 
safety officer, USPHS Outpatient Clinic, Miami. The 29-year-old family 
physician is now in private practice in Syracuse, Ind., and is a member of 
the active staff, Goshen General Hospital, Goshen, Ind. He is a fellow of the 
American Geriatrics Society. 
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about five to seven days after exposure in order 
to prevent antibiotic resistance unless indicated 
prior to this by other specific clinical needs. It is 
suggested that these consist of penicillin V, 250 
mg., and tetracycline, 250 mg., orally every six 
hours. This would be continued throughout the 
period of significant granulocytopenia (less than 
1,500) and other antibiotics would be added via 
the parenteral route if infection developed. 

Anemia develops because of bone marrow de- 
pression, increased destruction of red cells and 
hemorrhage. Anemia is treated by transfusion 
only if it is severe in itself. Maintaining hemo- 
globin at near normal levels has been recom- 
mended, but experimental work does not in- 
dicate that this would increase patient-survival 
rates. Bone marrow transplants are still experi- 
mental but offer increased hope in the future. 
However, to date, no successful human trans- 
plants have been achieved due to the recipient’s 
immunologic response. 

Investigation into the cause of hemorrhage 
associated with radiation illness has shown that 
irradiation has an adverse effect on most known 
hemostatic mechanisms. Yet, thrombocytopenia 
is decidedly the most important factor. Present 
treatment of the hemorrhagic state is poor. Plate- 
let transfusion will correct the bleeding tendency 
but is not practical now since it is very difficult 
and still experimental. Bioflavonoids such as 
rutin and vitamin P have been suggested to de- 
crease capillary fragility but have not been 
helpful experimentally. Some authorities have 
incriminated circulating anticoagulants, specifi- 
cally a heparinemia, but this has not been con- 
firmed, so there is no basis for treaiment with 
protamine sulfate and toluidine blue. 


PROPHYLACTIC TREATMENT 


Prophylactic treatment with many compounds 
has been investigated. Those which show some 


promise in experimental animals if given prior to 
irradiation include sulfhydryl compounds such as 
cysteine, glutathione and BAL; 2-mercapto- 
ethyl-guanidine (MEG); antibiotics, and desoxy- 
corticosterone acetate (DOCA®). No definite 
recommendations for using these compounds or 
dosages can be made at the present since evalua- 
tion of this subject is not yet complete and some 
of the compounds are toxic. 

Patients may be expected to show improve- 
ment in the hemogram about 30 days following 
exposure and clinical improvement would be 
evident between 40 and 50 days. The majority of 
those suffering from radiation illness could return 
to work in about three months. 


Emergency Disaster Treatment 


In large-scale disasters, short cuts in the pro- 
posed program would be necessary and the 
physicians’ time and medical supplies should be 
used for moderately injured patients. Those who 
have minor injuries should receive enough care to 
prevent them from becoming worse while waiting 
for the acute emergency to pass. The severely in- 
jured should be treated only if facilities allow, in 
order to achieve the greatest possible return as 
evaluated by patient recovery. In a very large 
disaster, medical personnel should place the in- 
jured into groups according to the severity of 
illness. Treatment should be performed by those 
well trained in first aid, according to a treatment 
outline devised for patients in each of the three 
groups. 

Training programs have been conducted for 
paramedical personnel such as pharmacists, 
nurses, dentists and laboratory technicians. These 
people easily comprehended the instructions for 
patient care as outlined in Tables 1 and 2; there- 
fore their services would be extremely valuable in 
the event of an atomic disaster. 


A coupon for ordering a bibliography accompanying this article may be found adjacent to the Index to Advertisers. 
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Peptic Uleer in Children 


FALLSTROM AND REINAND reviewed com- 
prehensively the problem of peptic ulcer 
in childhood. In their hospital in Sweden, 
the incidence of verified peptic ulcers in 
children has increased sharply during the 
past 15 years. For example, the last five- 
year period yielded 17 such patients, while 
a similar period 15 years ago demonstrated 
only four. Their group of patients included 
27 boys and nine girls; 31 of these patients 
had duodenal ulcer, and five had gastric 
ulcer. The age distribution ranged from 1 
to 16 years; most patients were between 
12 and 16 years old. 

The symptomatology of the ulcers gen- 
erally followed that seen in adults. In most 
of the children, the typical abdominal pain 
with relief after food quickly led to the 
diagnosis. Heartburn was a frequent 
symptom, whereas vomiting was seen un- 
commonly. The duration of the history 
varied from one month to several years. 
The authors emphasized that the ulcer 
history was fairly typical, and the diagnosis 
could be suspected readily if the clinician 
were not misled by the patient’s age. 

Most of the children rapidly became 
symptom-free on the usual medical treat- 
ment for peptic ulcer. However, in follow- 
up examinations, only two of 14 children 
were free from symptoms in the five-year 
period after the first observation. Thus, 
the symptomatic prognosis can be de- 
scribed as unfavorable. 

Seventy per cent of the children had a 
family history of peptic ulcer, usually in 
one of the parents. This plus certain other 
studies suggested to the authors that con- 
stitutional rather than environmental fac- 
tors are important in the development of 
peptic ulcer. 
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Acute Appendicitis 
in Young Siblings 


JOSEPH A. LEONARD, mp. 
Lakewood, Colorado 


ACUTE SUPPURATIVE APPENDICITIS as a Clinical 
entity has been observed and studied intensively 
in the 74 years since its classical description by 
Reginald Fitz. It is the most common lesion re- 
quiring intra-abdominal surgery in childhood. 
Many statistical analyses show that there is a 
fairly uniform arithmetical increase in the in- 
cidence of acute appendicitis with each added 
year of life from 1 year of age to at least 10. 

In Cleveland, from 1930 through 1941, Green 
and Watkins studying the natural history of 
appendicitis analyzed 19,399 appendicitis opera- 
tions and found only 1.6 per cent occurred under 
the age of 5. In studies of pediatric populations 
exclusively, Packard and McLauthlin, and Abel 
and Allen found about 14 per cent of their ap- 
pendicitis cases were in the 4-or-under age group, 
which is consistent with the Cleveland incidence. 

Often, appendicitis occurs in more than one 
member of a family, but a review of the literature 
failed to disclose a family in which three siblings 
developed the disease before the age of 4. Such a 
family is reported here. 


Case Reports 


CASE 1. Walter J. (born November 18, 1945) 
became ill on October 21, 1949, with abdominal 
pain and distention, listlessness, fever and gener- 
alized abdominal tenderness. No vomiting oc- 
curred. He was admitted to Denver’s St. An- 
thony hospital on October 22, and examination 
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revealed rectal temperature 101.2° F., pulse 118, 
3 plus acetonuria. Blood count showed WBC 
9,350 with a differential of 69 per cent segmented 
neutrophils, 2 per cent nonsegmented neutro- 
phils, 1 per cent basophils, 3 per cent monocytes 
and 25 per cent lymphocytes. A consultant ad- 
vised temporizing measures. The next day the 
WEC was 10,200 with only 23 per cent segmented 
neutrophils, 9 per cent nonsegmented neutro- 
phils and 68 per cent lymphocytes. The clinical 
condition, however, was worse and abdominal 
exploration was necessary. At surgery, acute 
gangrenous appendicitis was found. 

CASE 2. George J. (born August 13, 1947) first 
developed fever, rhinorrhea and abdominal pain 
on November 21, 1950. No vomiting or diarrhea 
occurred. Subsequently he became listless and 
tended to lie very quietly in bed with his legs 
flexed upon the abdomen. On November 24, he 
ate some breakfast and at noon drank some fruit 
juice. However, later that day he was admitted 
to Denver’s Children’s hospital with a tentative 
diagnosis of an upper respiratory infection with 
acute mesenteric lymphadenitis; however, acute 
appendicitis was to be considered. On admission, 
he was an acutely ill child with a mucoid rhinor- 
rhea and an acutely inflamed pharynx. The pulse 
rate was 120. The abdomen was rigid without 
localized masses or tenderness. Within a few 
hours he was seen by the attending surgeon and 
localization of the tenderness in McBurney’s 
region was noted. The blood count showed WBC 
9,700 with a differential of 50 per cent segmented 
neutrophils, 22 per cent nonsegmented neutro- 
phils, 1 per cent eosinophils, 3 per cent mono- 
cytes and 24 per cent lymphocytes. Surgical ex- 
ploration revealed acute suppurative appendi- 
citis with perforation and abscess formation. 

CASE 3. Genevieve J. (born March 19, 1958) 
first was seen on May 23, 1960, because she had 
been exposed to rubecla two weeks previously, 
had exhibited a transient fine rash three days 
previously which had lasted less than 24 hours 
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and had complained of abdominal pain (accord- 
ing to her mother) every morning since the ad- 
vent of the exanthem. A moderately severe 
cough was noted, but there was neither conjunc- 
tivitis nor constipation. Examination revealed a 
tender mass in the right lower quadrant of the 
abdomen, inconclusive rectal findings and moder- 
ate congestion of the pharynx, tonsils and nasal 
mucosa. Gamma globulin was administered in 
appropriate dosage as a measles prophylactic and 
oral penicillin was prescribed for the next 18 
hours. The next day, the child had a rectal tem- 
perature of 100.6° F.; her ENT findings were 
normal, but the mass in the right lower quadrant 
was definitely larger and more tender. Appendic- 
eal abscess was suspected, especially in view of 
the sibling history and was corroborated surgi- 
cally later that day at St. Anthony hospital. The 
appendiceal abscess was treated by drainage. 
Appendectomy was accomplished on July 29, 
(nine weeks later) with an uneventful recovery. 


Family History 


Review of the familial proclivity elicited the 
following information: (1) The mother of the 
three siblings had developed acute appendicitis 
on April 29, 1957, at the age of 32 and was found 
to have a complicating peritonitis at the time of 
exploration. (2) A younger sister of the mother (a 
maternal aunt to the three children) was operated 
on for acute appendicitis at the age of 18. (3) An 
older sister of the mother also was operated on 
for acute appendicitis at the age of 18. (4) A 
maternal uncle at the age of 11 had a ruptured 
appendix when admitted to surgery. Three other 
maternal uncles of the children have not had ap- 
pendicitis to date. The father of the three siblings 
and the paternal! side of the family show no pre- 
ponderance of this difficulty. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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Practical Therapeutics 


Surgical Treatment of Aortic Insufficiency 


HAROLD F. RHEINLANDER, 


New England Center Hospital 
Tufts University School of Medicine 
Boston, Massachusetts 


THE SURGICAL TREATMENT of valvular heart dis- 
ease which was initially concerned only with the 
alleviation of mitral stenosis is now being suc- 
cessfully applied in individuals with other types 
of valvular disorders. One of the most difficult 
lesions the surgeon has been called upon to 
repair is incompetence of the aortic valve. 
However, during the past two years it appears 
that a breakthrough has been made in the 
surgical approach to this problem, and at the 
present time surgical therapy can now be recom- 
mended to the patient with free aortic insuffi- 
ciency with assurance that if adequate cardiac 
reserve remains, his lesion can be corrected at a 
risk that is not prohibitive. 

Aortic insufficiency is most commonly seen 
following an attack of rheumatic fever. Thicken- 
ing, retraction, distortion and redundancy of the 
aortic valve cusps develop during the acute attack 
and evidence of early incompetency can often be 
discovered soon after the acute episode. The 
stroke volume of the left ventricle is increased by 
whatever amount of blood regurgitates through 
the defective aortic valve during diastole. This 
produces dilatation of the left ventricle and an 
increase in stroke volume according to Starling’s 
law. By this mechanism of dilatation and mus- 
cular hypertrophy, the left ventricle is able to 
compensate for many years and the cardiac out- 
put remains at normal levels until cardiac failure 
occurs. 

Patients who have developed early signs of 
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aortic valvular incompetence have an estimated 
life expectancy of 20 to 30 years. After the acute 
attack, significant signs of the altered hemody- 
namics of regurgitation do not appear for about 
seven years and severe symptoms require an 
average of 10 more years to develop. Congestive 
failure and angina pectoris lead the patient on a 
progressive downhill course; left ventricular fail- 
ure, coronary insufficiency, ventricular fibrilla- 
tion or bacterial valvulitis causes death in a short 
time. 

The initial episode of congestive failure is an 
ominous sign but with proper medical therapy 
many patients will be palliated for varying peri- 
ods of time. Yet heart disease usually results in an 
untimely death for these patients. In a significant 
number of patients, death is a rather sudden 
episode and may be heralded only by the develop- 
ment of what would seem to be rather mild 
symptoms. 

Syphilitic aortitis with valvular incompetency 
has a very poor prognosis. The average time from 
the appearance of symptoms until death is not 
much longer than two years. The acute onset of 
aortic regurgitation, such as seen after blunt 
trauma to the thorax or bacterial valvulitis where 
a cusp has been perforated or split, is very poorly 
tolerated since the left ventricle has no oppor- 
tunity ‘to compensate for the sudden onset of 
severe regurgitation. These patients are often re- 
fractory to medical therapy and have a very poor 
outlook. 

The death of the average patient with sympto- 
matic aortic insufficiency in the fourth or fifth 
decade of life in spite of optimum medical ther- 
apy makes the introduction of successful surgical 
repair for this essentially mechanical disorder a 
most important contribution to the management 
of this serious disease. 


133 


Surgical Treatment 
of Aortic Insufficiency 


The Hufnagel Valve 


The initial surgical attack on aortic insuffi- 
ciency was made by Hufnagel. He developed an 
artificial ball valve which he inserted into the 
descending thoracic aorta of patients with severe 
aortic incompetency (Figure 1). The insertion of 
this prosthetic valve controlled the regurgitation 
of blood from the distal arterial tree but free 
aortic regurgitation still existed in the arterial 
system proximal to the valve. It was estimated 
that 75 per cent of the reflux of blood could be 
controlled in this manner, thereby greatly dimin- 
ishing the work of the heart. The initial successful 


I is 1. Plastic Hufnagel valve inserted in descending 


thoracic aorta is said to control 75 per cent of the reflux of 
blood in aortic valvular insufficiency. 


FIGURE 2. Dilated aortic ring with insufficiency resulting from 
inadequacy of the valve leaflets has been corrected by the appli- 
cation of a constricting ligature passed about the origin of the 
ascending aorta beneath the origin of the coronary arteries. 
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report was followed by others indicating signifi- 
cant improvement in patients after insertion of 
the Hufnagel valve. More recent literature has 
cited the technical difficulties of this method: in- 
creased incidence of ang:na pectoris from de- 
creased coronary blood flow; emboli from clots 
forming on the prosthesis; anemia from trauma 
to the blood caused by the ball valve, and un- 
controlled bacterial endarteritis at the site of in- 
sertion. Although most surgeons have stopped 
using this device, its introduction stimulated the 
development of more practical and physiologic 
techniques and devices for controlling aortic 
insufficiency. 

Bailey, as well as Taylor and associates, has 
reported a procedure in which a heavy ligature is 
placed about the base of the aorta to make the 
dilated aortic ring smaller and thus allow the 
inadequate leaflets to coapt accurately and re- 
lieve the insufficiency (Figure 2). This procedure 
had technical difficulties and limitations of ap- 
plication which led to its abandonment although 
some patients so treated were relieved of their 
symptoms. Garamella has produced valvular 
competency by clamping and excising a portion 
of the aortic wall along with the noncoronary 
aortic cusp, then resuturing the aortic ring to 
produce a bicuspid valve (Figure 3). This pro- 
cedure has had limited clinical trial. 


Open Technique 


Nowadays there is overwhelming sentiment 
among surgeons that aortic insufficiency should 
be treated by direct vision surgery on the dam- 
aged valve itself. To provide exposure, cardio- 
pulmonary by-pass must be used with occlusion 
of the distal ascending aorta and complete ex- 
clusion of the heart from the general circulation. 
Two techniques have been developed to protect 
the heart from the effects of anoxia. The first in- 
volves the reduction of myocardial metabolism 
by hypothermic cardiac arrest produced by gen- 
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eral body cooling and the application of cold 
directly to the heart by either perfusion of the 
coronary circulation with cold solutions or packing 


FIGURE 3. In certain instances, excision of a segment of 
ascending aortic wall including the noncoronary cusp and 
suture of the defect will produce a competent aortic valve from 
an insufficient one. The resulting two-cusp valve is large 
enough to avoid stenosis since the aorta is usually dilated in 
these patients. 
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the heart in iced electrolyte mixtures. The second 
technique involves the continuous perfusion of 
the coronary circulation with oxygenated blood 
carried out by cannulating the left or both coro- 
nary artery ostia through the ascending aorta 
aortotomy. Both of these methods allow deliber- 
ate, unhurried manipulation in the aortic valve 
area for periods up to one hour and successful 
resuscitation of the heart perfused with oxygen- 
ated blood for longer periods than this has been 
reported. 


Cusp Replacements 


The simplest type of repair of the aortic valve 
using the open technique involves reconstruction 
with available cusp tissue. Often the regurgita- 
tion will be a result of elongation of a leaflet edge 
with prolapse of the cusp below the line of closure 
of the normal cusps (Figure 4A). Competency 
may be restored by suturing a commissure to 
shorten the edge of the damaged cusp, thus 
providing accurate, horizontal coaptation of the 


FIGURE 4A. An insufficient aortic valve seen from above. The 
noncoronary cusp prolapses beneath the line of closure of the 
other leaflets during diastole. 
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FIGURE 4B. One commissure has been partially closed by 
sutures passed through plastic fabric patches. The supported 
cusp now meets the horizontal line of coaptation accurately 
and is competent. 
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remaining tissue (Figure 4B). Resuspension of 
the damaged leaflet by running sutures along its 
free edge may also restore normal coaptation 
(Figure 4C). In some instances the addition of a 
small, plastic fabric strip will serve to “piece 
out” a deficient cusp and produce a competent 
valve (Figure 4D). 

Patients with more extensive valve damage 
may require prosthetic replacement of the irre- 
pairably damaged right or noncoronary cusp 
(Figure 5A). Various types of cusp prostheses are 


FIGURE 4c. The elongated and prolapsed noncoronary leaflet 
may also be suspended by weaving nonabsorbable sutures 
along its free edge. The sutures are led through the aortic wall 
and tied over plastic fabric. 
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HAROLD F. RHEINLANDER, M.D. was graduated from Harvard Uni- 
versity School of Medicine and served as an intern and assistant resident 
surgeon at Peter Bent Brigham Hospital, Boston. Dr. Rheinlander was both 
a fellow and a John Milton fellow in surgery at Children’s Hospital, Boston, 
and at New England Center Hospital he has been a resident surgeon and 
surgeon. An associate surgeon at Boston Floating Hospital, an assistant 
surgeon at Boston Dispensary and an attending surgeon at Boston’s VA 
Hospital, Dr. Rheinlander now is an associate professor of surgery at Tufts 
University. He is a diplomate of the American Board of Surgery. 


now available. They are constructed of plastic 
fabric, may be covered by silicone rubber and 
are shaped in such a way that insertion by suture 
into the base of the excised leaflet is simplified 
and eventual ingrowth of fibrous tissue at the 
suture line will ensure against displacement (F7g- 
ure 5B). Although these cusps have been used 
successfully to treat patients with aortic valvular 
incompetency, the problem of durability must be 
considered since these leaflets may have to with- 
stand 50 million oscillations per year. Work 


FIGURE 4D. A deficient left coronary leaflet has been “‘pieced 
out” with a Teflon® fabric patch which is sutured to the free 
edge of the incompetent cusp to alleviate aortic regurgitation. 
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fatigue tests have been made by machines in an 
artificial environment but it is not known how 
long these plastic materials will remain intact in 
the human circulatory system. 


Total Replacement of Aortic Valve 


If more extensive valvular damage has occur- 
red, total replacement of the aortic valve by a 
molded plastic prosthesis is possible. Several 
types of valves with three movable cusps are 
available for implantation in the natural sub- 
coronary position (Figure 6A). The problems of 
insertion, permanent fixation and durability are 


FIGURE 6A. One type of molded plastic fabric aortic valve that 
has been successfully used to replace an incompetent valve. The 
damaged valve leaflets are excised and the plastic prosthesis is 
sutured to the aortic wall in the normal subcoronary position. 


FIGURE 5A. An irrepairably damaged noncoronary leaflet has 
been excised and a plastic valve leaflet sutured into position 
with multiple interrupted sutures. 


FIGURE 5B. One type of available aortic valve leaflet that is FIGURE 6B. Schematic diagram of a ball valve that has been 


fashioned from plastic fabric and covered with silastic rubber. used to alleviate aortic regurgitation in patients with destroyed 
The edge is left rough to encourage ingrowth of host tissue, thus valves. The noncoronary cusp is excised and the valve can be 
ensuring solid fixation of the valve cusp to the aortic wall. placed beneath the coronary orifices to produce a normal 


hemodynamic situation. 
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the same as one finds with the single cusp replace- 
ments, but successful clinical applications have 
been reported by several investigators. A ball- 
valve prosthesis has been introduced by Harken 
to obviate the work fracture problem which the 
flexible leaflet valves present. The valve assembly 
is inserted into the subcoronary position after 
excision of the noncoronary cusp and has been 
used successfully (Figure 6B). The ball valve is 
the only one which has stood the equivalent of 
years of service without significant wear. 


Selection of Patients for Surgery 


Now that the incompetent aortic valve can be 
restored to relatively normal function by recon- 
struction or replacement, the selection of pa- 
tients for this type of surgery becomes a problem. 
A successful operation depends upon the ability 
of the diseased myocardium to withstand the 


trauma of the procedure. Patients with very large 
left ventricles who are in cardiac failure often 
with right ventricular enlargement and pulmo- 
nary hypertension can hardly be expected to 
survive a major operation. The patient with coro- 
nary artery disease is also a poor candidate. It 
would seem reasonable to advise surgery in situa- 
tions where there is hemodynamic evidence of 
free aortic regurgitation in a patient with a sig- 
nificantly enlarged or enlarging heart. Once 
orthopnea, paroxysmal nocturnal dyspnea, syn- 
cope and especially angina pectoris have devel- 
oped, the operative risk increases. However, the 
prognosis in this group is so limited that patients 
are often willing to accept the operative hazards 
in return for the possibility of physical rehabili- 
tation. Those who develop acute aortic insuffi- 
ciency are urgent candidates for operation and 
surgical correction should be attempted without 
delay after an optimum medical regimen. 


HERE’S A HELPFUL HINT... 


About 
Tourniquets 


A TOURNIQUET is a “sometimes thing” —sometimes it’s where you want it; sometimes 
it disappears. If one end is attached by a heavy cord to where it’s needed, it won’t get 
away. It can then either be used in the usual way or a simpler method—twist it to 
close or clamp a hemostat on it. If you work alone, just wrap the loose end around 
the appropriate part and have the patient hold the loose end. A small, heavy lead 
weight may also give adequate downward pull. 
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J. HERBERT NAGLER, M.D. 
Philadelphia, Pa. 
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MYLICON* 


MYLICON relieves the gastrointestinal distress 
produced by entrapped gas. MYLICON’s defoam- 
ing action changes the surface tension of gas 
bubbles, permitting them to coalesce. This gas is 
released and eliminated by belching or passing 
flatus. MYLICON is physiologically inert, nontoxic. 

Gas entrapment and distention can result from 
Spastic Colitis, Aerophagia, Postoperative Gas, 
Postgastrectomy Syndrome, Hyperacidity, Hia- 
tus Hernia, Diverticulitis, Gastric and Duodenal 
Ulcers. 

Pleasant tasting, soft chewable tablets can be taken 
without water. 

One white scored tablet contains: 
Methylpolysiloxane, a silicone............... 40 mg. 

DOSAGE: one tablet after each meal and at bedtime. 

SUPPLIED: bottles of 100 and 500 tablets at all 
pharmacies. 


References: “Intestinal Gas and Bloating; Treatment with 
Methylpolysiloxane;’ Am. Pract. & Dig. of Treat., 11:52. 
(Jan,) 1960. 


“Use of Silicone in the Treatment of Intestinal Gas and 
Bloating,’ J.A.M.A., 174:2052, (Dec. 17) 1960. 


allo NEW MYLICON® DROPS 
for infant colic caused by excessive air swallowing or 
inability to belch or pass flatus. 


MYLICON DROPS (0.3 cc. to 0.6 cc.) can be given 
directly from the dropper or added to each feeding. 

Each 0.6 cc. represents 40 mg. of methylpolysiloxane, 
equivalent to one MYLICON tablet. 


Available at all pharmacies in bottles of 30 cc. of drops. 


THE STUART COMPANY 
PASADENA, CALIFORNIA 
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The Recognition 
of Mediastinal Tumors 


W. L. WATSON, m.D., JOHN L. POOL, m.p., 
W. G. CAHAN, m.D., E. E. CLIFFTON, M.D., 
R. J. LUOMANEN, M.D. 


AND J. T. GOODNER, M.D. 


Thoracic Surgical Service 
Memorial Center for Cancer and Allied Diseases 
New York, New York 


Authors’ Study 


OUR STUDY INCLUDES 213 patients with medi- 
astinal tumor proved by histologic examination 
either of the tumor in toto or a representative 
biopsy of it. 

In all of the patients the only diagnosis was 
intrathoracic disease. For example, in none of the 
patients with Hodgkin’s disease was extrathoracic 
disease noted at the time the intrathoracic prob- 
lem was discovered. Approximately 60 per cent of 
the patients were asymptomatic at the time chest 
x-rays were taken. 

Of the 213 mediastinal tumors, 20 (10 per cent) 
were superior; 107 (50 per cent) were anterior; 32 
(15 per cent) were middle, and 54 (25 per cent) 
were posterior. 


PATHOLOGY 


Pathologic examination showed the following: 
six patients had angioma; 30 had bronchogenic 
cyst; 10 had undifferentiated cancer; six had der- 
moid cyst; two had hematoma; seven had dia- 
phragmatic hernia; three had lipoma; 25 had 
lymphoma; seven had mesothelioma; 40 had nerve 
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LOCATION OF MOST COMMON 
MEDIASTINAL TUMORS 


(in order of frequency in our series) 


Lymphoma 
Thyroid tumor 
Thymoma 


Superior Mediastinum 


Thymoma 
Anterior Mediastinum Teratoma and dermoid 
Lymphoma 
Bronchogenic cyst 
Pericardial cyst 
Lymphoma 
| Neurogenic tumor 


Middle Mediastinum 


Bronchogenic cyst 
Thyroid tumor 


Posterior Mediastinum 


tumors; 10 had pericardial cyst; 13 had teratoma; 
41 had thymoma; seven had thyroid, and six had 
tuberculoma. 


MALIGNANCY 


Thirty-nine per cent of the patients had malig- 
nant tumors. (Thirty-six per cent had malignancy 
in the superior mediastinum; 57 per cent in the 
anterior mediastinum; 25 per cent in the middle 
mediastinum, and 14 per cent in the posterior 
mediastinum. ) 


CONCLUSIONS 


Mediastinal tumors are frequently found by 
chance. X-rays do not distinguish benign tumors 
from malignant tumors. More than one-third of 
mediastinal tumors are malignant. The absence of 
symptoms does not indicate a benign process. 
Benign tumors can become lethal because of pres- 


sure, size or malignant change. Patients with 


neglected tumors frequently die. Surgery is the 
only sure method of diagnosing mediastinal 
tumors. 


— 
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Marginal 
Esophageal 
Hyperacidity and dyspepsia 


Gastritis 

Alcoholic gastritis 

Gastroesophageal reflux 

Esophagitis (without stricture) 

Irritable bowel syndrome 

Congenital shortening of 
esophagus 

Chalasia of esophagus 

Hiatus of esophagus 

Cardiospa 

Functional. 


DOSAGE: 
Liquid and Tablets: 


1 or 2 tablespoons or 1 or 2 
tablets three times daily 
depending on severity of 
involvement. 

SIDE ACTIONS: 

Doses in excess of 6 tablets or 
6 tablespoons daily m 

produce minor side actions 
such as dryness of the mouth 
or blurring of vision. 
CONTRAINDICATIONS: 
ESTOMUL should not be used 
in patients with organic pyloric 
obstruction or achalasia of 
esophagus. Use with caution in 
patients with renal impairment 
or insufficiency. Relative 
contraindications for anti- 
cholinergic drugs are glaucoma 
and y 
whic lead to urinary 
bladder struction. 
AVAILABILITY: 

Tablets — Bottles of 100. 

Liquid — Bottle of 12 fluid oz. - 
CAUTION: Federal law prohibits 
dispensing without prescription. 


ONE MEDICATION RELIEVES PAIN, INHIBITS EROSION, 
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PRODUCTION 


PROMPT REDUCTION 
OF PAIN 
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NEUTRALIZATION OF 
GASTRIC HYDROCHLORIC 
ACID TO DESIRABLE 
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GASTRIC MUCOSA 
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Dangerous Drags 


(38rd International Statistical Institute, Paris, 
Sept. 7) THE AMOUNT of smoke you inhale and 
the depth to which you inhale it may be the 
measure of the risk of smoking. Death rates were 
only 44 per cent higher for those who inhaled 
slightly as against nonsmokers. But the death 
rates for deep inhalers were twice as high as for 
nonsmokers. These statistics come from the early 
stages of a study of causes of death and personal 
histories of more than one million Americans.— 
Dr. E. CUYLER HAMMOND, director, Statistics Re- 
search, American Cancer Society. 


Bitter Pill 


(Defense Department announcement, Washington, 
Sept. 26) U.S. TROOPS will get a new antimalaria 
pill this month (November) that combines two 
tested drugs. The drugs, chloroquine and prima- 
quine, will be coated in the new tablet to dis- 
guise their bitter taste. The two drugs were used 
separately in Korean tests. 


Mouse or Man 


(Kaiser Foundation Hospitals Symposium, San 
Francisco, Oct. 7) THERE to be an immu- 
nologic mechanism in the control of cancer in 
some animals. Tumor experiments in mice offer 
convincing evidence of this, and the mouse is 
enough like man to suggest the probability that 
these studies also apply to man.—Dr. RICHMOND 
T. PREHN, University of Washington School of 
Medicine. 


Decorative Poison 


(U.S. Public Health Service announcement, Wash- 
ington, Sept. 9) REPORTS of children poisoned by 
the pods of the Wisteria plant have come to the 
National Clearinghouse for Poison Control Cen- 


Medigrams 


ters. The Wisteria, sometimes used as a decora- 
tive plant for quick cover around new homes, is 
found in the form of vines, bushes and trees. One 
victim became acutely ill after eating only two 
seeds from a pod. Common symptoms are re- 
peated vomiting, nausea, abdominal swelling and 
pain and diarrhea. All of the victims recovered 
after treatment.—SURGEON GENERAL LUTHER L. 
TERRY. 


Sick Call 


(Ibid., Sept. 16) THE AVERAGE American spent 
six days in bed due to illness or injury during the 
year that ended June 30, 1960. He spent 16 days 
home from work or was otherwise prevented from 
doing his normal duties. The statistics were simi- 
lar to the preceding year but less than the year 
which ended June 30, 1958. That year covered the 
epidemic of Asian flu. 


Double TB Duty 


(Ibid., Sept. 26) ISONIAZID apparently prevents 
tuberculosis, as well as effectively treating it. In a 
double-blind study, the drug was given to persons 
living in the same homes with newly discovered 
TB cases. Half of the some 25,000 persons re- 
ceived the drug as a preventive and it proved 80 
per cent effective—SURGEON GENERAL LUTHER 
L. TERRY. 


Heart Disease Screen 
(American Chemical Society, Chicago, Sept. 3) A 
CHEMICAL TEST that measures the total lipid con- 
tent in blood could provide an effective screening 
process against coronary disease. In cardiovas- 
cular disease there will usually be abnormally 
high levels of serum total lipids, and in specific 
cases cholesterol or the glycerides or both will be 
conspicuously high. Tests to measure the total 
lipids can be performed in any hospital or clinical 
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laboratory. At least one method promises to be 
convenient and dependable.—Dr. HERBERT L. 
Davis, biochemist, University of Nebraska. 


More Fallout at Sea 


(First Symposium of Radioecology, Colorado State 
University, Sept. 11) THE HEAVIEST DOSES of nu- 
clear fallout apparently hit the seas rather than 
the land areas. Coastal areas get a bigger dose 
than inland areas. The reasons are not yet clear. 
It also appears that strontium 90 which falls into 
the sea gets involved in oceanic circulation. Sur- 
face strontium 90 ratings had hardly risen over 
large ocean areas that had absorbed high fallout 
for two years. Then, in late 1959 and 1960, a 
period in which there was an atomic test mora- 
torium, the surface strontium 90 measurements 
took a sharp jump upward.—Dr. VAUGHAN T. 
BowEN, Woods Hole Oceanographic Institution 
and Dr. THOMAS T. SUGIHARA, Clark University, 
Worcester, Mass. 


Hot Island 


(Ibid., Sept. 12) So FAR there is no clear evidence 
that radioactivity from an H-bomb blast has 
caused genetic changes in the animals or plants 
on the Pacific island of Rongelap. The island was 
accidentally contaminated on March 1, 1954, by 
H-bomb blasts on Bikini and resulting fallout. 
Some earlier studies which reported damaged 
vegetation and genetic changes in fruit flies were 
not conclusive.—Dr. E. E. HELD, University of 
Washington. 


Pellets of Virus 


(Scientific Symposium, Bern, Switzerland, Sept. 6) 
PELLETs of nearly pure virus have been obtained 
from blood of laboratory rats that had a virus- 
caused leukemia. The discovery may speed the 
effort to discover if a virus causes human leuke- 
mia. The virus was obtained from blood by sep- 
arating the blood cells and other debris in a cen- 
trifuge at speeds up to 22,000 rpm. The rats are 
infected with a leukemia discovered three years 
ago when mice were inoculated with solid tumor 
extracts.—Drs. ALBERT H. DALTON and JOHN 
B. MOLONEY, National Cancer Institute. 


Heart Stopper 


(American College of Surgeons, Chicago, Oct. 4) 
AFTER AS LONG as five hours and 20 minutes with 
their hearts stopped and their body temperatures 
near freezing, hamsters have been revived with 
few apparent ill effects. Carbon dioxide was used 
to lessen heart strain while the animals were 
cooled. While human brains are damaged after 
about five minutes without circulation, there was 
no apparent damage to the animal brains. Mem- 
ory, tested by putting the animals through mazes 
learned before the cooling experiment, was not 
impaired, although animals showed some diffi- 
culty in learning new mazes for about three weeks 
after the experiment. The technique might some- 
day be applicable for repair of heart defects in 
infants too small for aid from heart-lung ma- 
chines.—Dr. CHARLES E. Huacins, Harvard 
Medical School. 


Here each month are published notes of progress in diagnosis and treatment as reported at recent medical 
meetings. GP’s aim is to get news of new drugs and other developments to physicians no later than their 
patients read of them in the daily press and weekly newsmagazines. Report of a new theory or therapeutic 
claim here, prior to its formal endorsement in the medical literature, is not to be regarded as endorsement 
or verification by the editorial staff. 
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Chest Pain and the Normal 
Electrocardiogram 


EVANS AND LLOYD-THOMAS of London reviewed 
the problem of deciding whether or not chest 
pain is cardiac pain. They studied the clinical 
and electrocardiographic findings in more than 
3,000 patients, covering a 15-year period. One- 
third of their patients with chest pain had normal 
electrocardiographic tracings at the onset of the 
pain; their tracings remained normal during the 
entire observation period. The authors believe 
that a strictly normal electrocardiogram excludes 
cardiac pain if it is recorded during a period when 
the patient is liable to paroxysms of chest pain. 
When the resting electrocardiogram is strictly 
normal, during a time when recurrent paroxysms 
of chest pain are strongly presumptive of cardiac 
pain, they recommend the exercise electrocardio- 
gram to show signs indicative of inadequacy of 
the coronary circulation. (American Heart Jour- 
nal, July, 1961, p. 62.) 


Bronchogenic Carcinoma 
with Cushing’s Syndrome 


CUSHING’S SYNDROME associated with broncho- 
genic carcinoma differs quantitatively from 
classical Cushing’s syndrome in a number of 
ways, according to Gelfman. The progress of 
Cushing’s syndrome is much more fulminant in 
patients with coincident carcinoma. Death usu- 
ally occurs from some complication of the adreno- 
cortical hyperfunction such as overwhelming sep- 
sis or heart failure within a few months of the 
onset of symptoms. By contrast, patients with 
untreated Cushing’s syndrome not associated 
with carcinoma may live for many years. Hypo- 
kalemic alkalosis is a prominent symptom and 
frequently a presenting symptom in patients 
with Cushing’s syndrome associated with bron- 
chogenic carcinoma. This is rarely seen in Cush- 
ing’s syndrome not associated with carcinoma. 
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The sex ratio is reversed. Cushing’s syndrome 
associated with bronchogenic carcinoma occurs 
mostly in males, while Cushing’s syndrome of the 
uncomplicated variety is more commonly noted 
in females. This reversal is more understandable 
when it is realized that bronchogenic carcinoma 
is predominantly a male disease. More patients 
are in an older age group with an average age 
of 52 for those with carcinoma, and 31 for those 
without carcinoma. 

The adrenals of the two groups are dissimilar 
with respect to weight and morphology. In un- 
complicated Cushing’s syndrome, the adrenals 
usually weigh less than 25 Gm., while in the 
cases associated with carcinoma, the adrenals 
usually weigh more than 30 Gm. and sometimes 
more than 50 Gm. All but two of the cases of 
bronchogenic carcinoma associated with Cush- 
ing’s syndrome have been of the undifferentiated, 
small-cell variety. The two exceptions were due 
to bronchogenic adenocarcinoma. 

Although a few of the cases included in the 
review may simply represent the coincidental 
occurrence of Cushing’s syndrome and neoplasia, 
most of the cases undoubtedly represent a cause- 
and-effect relationship. The large number of 
cases now reported and their significant differ- 
ences from classical Cushing’s syndrome attest 
to this relationship. Some of the earlier writers 
have speculated that Cushing’s syndrome might 
predispose to carcinoma. It now seems much 
more likely that the tumor precedes the adrenal 
hyperfunction. 

Theoretically, a cancer might influence adrenal 
function either mechanically via direct irritation 
of the adrenal cortex or anterior pituitary from 
metastasis, or reflexly through vagal invasion, 
or a cancer might secrete a polypeptide or protein 
with hormonal activity. The prevalence of a 
particular type of carcinoma (small-cell, un- 
differentiated bronchogenic carcinoma) favors a 
humoral mechanism. (American Review of Res- 
piratory Diseases, April, 1961, p. 555.) 
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controls inflammation and edema in respiratory tract disorders '* 


Chymoral reduces inflammation and edema of the 
nasal and sinal mucosa,':? thereby relieving engorge- 
ment of nasal turbinates and encouraging free drain- 
age. By suppressing inflammatory reaction of bron- 
chiolar tissue, Chymoral acts to liquefy thickened 
bronchial secretions and affords easier expectoration 
of mucus plugs. Taub obtained very satisfactory con- 
trol of congestive symptoms in a series of 48 bron- 
chial asthma patients. Another group, with chronic 
diffuse obstructive emphysema, were afforded excel- 
lent relief.' Clinically, patients have said that they 
are not so short winded. Their endurance is better 
and they can expectorate more easily without the 
severe racking cough. 


1. Clinical reports to the Medical Department, Armour Pharmaceutical 
Company, 1960. 2. Billow, B. W., et a/.: Southwestern Med. 47:286, 1960. 
3. Taub, S. J.: Clin. Med. 7:2575, 1960. 4. Teitel, L. H., ef a/.; Indust. Med. 
29:150, 1960. 


ARMOUR PHARMACEUTICAL COMPANY 


KANKAKEE, ILLINOIS e 


CHYMORAL systemic anti-inflammatory ve tablet 


CHYMORAL 

Chymoral is an ORAL anti-inflammatory enzyme tablet spe- 
cifically formulated for intestinal absorption. Each tablet pro- 
vides enzymatic activity, equivalent to 50,000 Armour Units, 
supplied by a purified concentrate which has specific trypsin 
and chymotrypsin activity in a ratio of approximately six to 
one. ACTION: Reduces inflammation of all types; reduces and 
prevents edema except that of cardiac or renal origin; hastens 
absorption of blood and lymph extravasates; helps to liquefy 
thick tenacious mucous secretions; improves regional circula- 
tion; promotes healing; reduces pain. INDICATIONS: Chymoral 
is indicated in respiratory conditions such as asthma, bron- 
chitis, rhinitis, sinusitis, in accidental trauma to speed absorp- 
tion of hematoma, bruises, and contusions; in inflammatory 
dermatoses to ameliorate acute inflammation in conju 

with standard therapies; in gynecologic conditions such as 
pelvic inflammatory disease and mastitis; in obstetrics as 
episiotomies and breast in surgical procedures 
as biopsies, hernia repairs, hemorrhoidectomies, mammec- 
tomies, phlebitis and thrombophlebitis; in genitourinary dis- 
orders as epididymitis, orchitis and prostatitis; in dental and 
oral surgery as fractures of the mandible or maxilla, di 

or multiple extractions, and alveolectomies. CONTRAINDICA- 
TIONS: None known. INCOMPATIBILITIES: None known. 
Antibiotics as well as generally accepted measures may be 
coadministered. SIDE EFFECTS: Mild gastric upsets, rarely 
encountered. DOSAGE: Recommended initial dose is two 
tablets q.i.d.; one tablet q.i.d. for maintenance. SUPPLIED: 
Bottles of 48 and 250 tablets. 
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Tubeless Gastric Analysis 


SEGAL AND PLOSSCOWE present further data to 
support the validity of the measurement of azure 
A in the blood serum as a technique for tubeless 
gastric analysis. The purpose of the blood serum 
measurement is to obviate the collection of urine 
when it is unreliable or not feasible. The azure A 
resin compound was given in the form of azuresin 
(Diagnex Blue®). The serum levels of azure A 
were then correlated with the actual pH of the 
gastric juice collected by intubation. The results 
indicate an accuracy greater than 90 per cent in 
the use of the one-hour serum dye level to predict 
the presence or absence of free hydrochloric acid 
in the gastric juice. The authors emphasize that 
the serum measurement is more difficult than the 
urine measurement, but it is valuable when urine 
measurements cannot be performed. (The Ameri- 
can Journal of Digestive Diseases, June, 1961, p. 
485.) 


Thyroid Function in Myasthenia Gravis 


ENGEL HAS EXAMINED the relationships between 


thyroid function and myasthenia gravis. The 
literature estimates that the frequency of hy- 
perthyroidism in patients with myasthenia gravis 
ranges from 3 to 9 per cent. Furthermore, earlier 
investigators had found that improvement in the 
hyperthyroid state makes the myasthenia gravis 
worse. Conflicting reports are also found stating 
that antithyroid therapy may produce remission 
or improvement of the myasthenia. In Engel’s 
studies the following conclusions are reached: 
Hypermetabolism induced by thyrotropin or by 
1-tri-iodothyronine made the myasthenia worse. 
Hypometabolism in one patient improved the 
myasthenia. Thyroid hormones rather than pitu- 
itary thryotropin seem to be most important in 
affecting the myasthenia gravis. This study, 
therefore, demonstrated a direct relationship be- 
tween the level of thyroid activity and the 
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severity of the myasthenia gravis. (Archives of 
Neurology, June, 1961, p. 663.) 


Hereditary Spherocytosis 


HEREDITARY SPHEROCYTOSIS or congenital hemo- 
lytic anemia is a disorder with widely varying 
penetrance or expression of the responsible gene. 
It is presumed by Young (see the diagram be- 
low) that an abnormal or mutant gene may de- 
termine an enzyme deficiency. This deficiency 
results in abnormal red cell metabolism, sphero- 
cytosis and trapping of the enlarged cells in the 
spleen. The cells recirculate and become more 
spherocytic and more susceptible to sequestration 
on each successive trip through the spleen. The 
spleen enlarges and a vicious cycle is established. 
Splenectomy relieves the anemia and jaundice in 
most cases despite persistence of the abnormal 
shape of the red blood cells. (Annals of Internal 
Medicine, November, 1960, pp. 924-35.) 
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a quiet little revolution 


INFLAMMATORY NEURITIS used to take three to six 
weeks for recovery. However, life was seldom threat- 
ened, recovery was all but certain and no headlines 
were made when published studies indicated that 
Protamide could usually reduce these weeks to as 
many days. 


Nevertheless a quiet revolution has taken place in 
this small province of medicine. Protamide is not indi- 
cated in mechanical nerve trauma. But when the nerve 
root is inflamed as, typically, after a virus infection or 
in herpes zoster, Protamide may be considered as the 
treatment of choice.1-4 


START PROTAMIDE EARLY—When treatment is begun 
within a week after onset of symptoms, two or three 
injections of Protamide bring not only relief from pain 
but prompt recovery in almost all patients. In cases not 
seen early, therapy must of necessity be longer. 


PROTAMIDE®—an exclusive colloidal solution of 
processed and denatured enzyme—is not foreign pro- 
tein therapy. 


Boxes of 10 ampuls, 1.3 cc. each, for intramuscular 
injection. 
FOR DETAILED INFORMATION WRITE MEDICAL DEPARTMENT OF 


Laboratories 


DETROIT 11, MICHIGAN 

1. Baker, A. G.: Penn. Med. J. ,63:697 (May) 1960, 2. Storzolin G. S.: Arch. Ophthal. 62:381 

(Sept.) 1958, 3, Smith R. T.; N. Amer. (Mar.) 1957. 4. Lehrer, H. W.; Lehrer, H. G., 
d Lehrer, D. R.: Northw. ined. (Nov) } 1955. 
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Patent Ductus in Infancy 


COHEN OF AUSTRALIA points out that many chil- 
dren who have symptoms of cardiac failure in 
the first year of life are found to be suffering from 
patent ductus arteriosus. He emphasizes the im- 
portance of prompt diagnosis in this group since 
operation can be both lifesaving and curative. 
Heart failure must be controlled immediately 
with appropriate medical therapy. Particular 
attention must be given to the presence of respir- 
atory infection. The auscultatory findings are 
rarely typical in this group. Cohen says that if a 
patent ductus cannot be reasonably excluded on 
clinical examination, these children should be 
submitted to exploratory thoracotomy. (Ameri- 
can Heart Journal, July, 1961, p. 139.) 


Diabetic Capillary Microaneurysms 
WOLTER HAS APPLIED special techniques to the 
study of the microaneurysms characteristic of 
diabetic retinopathy. After reviewing many of the 
older theories on the pathogenesis of these lesions, 
the author describes a relatively new concept 
developed by Ashton. 

The retinal blood vessels are characterized by 
coarse, mesodermal interconnections. Ashton’s 
theory supposes that these bridgelike strands 
might be responsible for the microaneurysm by a 
direct pull on the capillary wall. This, in turn, 
might result from the retinal swelling which is a 
well-known, early occurrence in early diabetic 
retinopathy. By the use of special stains, enzyme 
digestion and meticulous dissection, the author 
was able to demonstrate hypertrophied inter- 
vascular mesodermal structures in an appropriate 
location with regard to the microaneurysm. Col- 
lagen fibers were demonstrated in the intervascu- 
lar bridges. Thus, Wolter supports the “herni- 
ation of the capillary wall’ theory for the patho- 
genesis of diabetic microaneurysms. (Archives of 
Ophthalmology, June, 1961, p. 847.) 
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Leukemia Complications 


INTRACRANIAL HEMORRHAGE may be the cause of 
death in 25 per cent of patients with acute leu- 
kemia. The hemorrhages have been ascribed to 
thrombocytopenia in the majority of cases. 
Freireich and coworkers have studied the 
brains of 18 patients with acute leukemia who 
died of intracranial hemorrhage. Subdural or sub- 
arachnoid hemorrhages developed in the patients 
with low platelet counts. Another form of bleed- 
ing occurred intracerebrally and was thought to 
be due to stasis of leukemia cells within the small 
vessels of the brain followed by destruction of 
vessels and bleeding into the brain. This form of 
hemorrhage occurred when the leukocyte counts 
were very high and the platelets were normal. 
(Cancer, January-February, 1960, p. 146.) 


Androgens and Erythropoiesis 


GARDNER AND PRINGLE PRESENT their prelimi- 
nary clinical observations on ameliorating anemia 
in various blood disorders after the administra- 
tion of testosterone. They noted a beneficial 
effect of this therapy in anemic patients with 
hypoplastic anemia, myeloid metaplasia and 
malignant reticulum diseases (multiple myeloma, 
lymphatic leukemia and Hodgkin’s disease). 
Amelioration of anemia was not rapid and an- 
drogens should be given four to six weeks before 
conclusions are made. Usually a reticulocyte peak 
response is not seen. The first benefit to the 
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prolonged 
antipruritic action 
in a pleasant-tasting 
chewable tablet 


acaryl 


chewable tablets 


METHDILAZINE, MEAD JOHNSON 


prolonged antipruritic /antiallergic action... 


not dependent on delayed intestinal release \ 


Itching in children can now be controlled on b.i.d. dosage with a long-acting! 
antipruritic/antiallergic chewable tablet your pediatric patients will enjoy taking. 

They can also benefit by the effectiveness of Tacaryl Hydrochloride in controlling symptoms 
in a wide variety of allergic conditions,?-* including hay fever and perennial rhinitis. 


dosage: One Chewable Tablet (3.6 mg.) twice daily. Adjustment of dose or interval may be desirable for some patients. 
contraindications: There are no known contraindications. 

side effects: Drowsiness has been observed in a small percentage of patients. Dizziness, nausea, headache, and dryness of mucous 
membranes have been reported infrequently. 

cautions: If drowsiness occurs after administration of Tacaryl Chewable Tablets or Tacaryl Hydrochloride, the patient should 
not drive a motor vehicle or operate dangerous machinery. Since Tacaryl Chewable Tablets or Tacaryl Hydrochloride 

may display potentiating properties, it should be used with caution for patients receiving alcohol, analgesics or sedatives 
(particularly barbiturates). Because of reports that phenothiazine derivatives occasionally cause side reactions such as 
agranulocytosis, jaundice and orthostatic hypotension, the physician should be alert to their possible occurrence...though no 
such reactions have been observed with Tacaryl Chewable Tablets or Tacaryl Hydrochloride. 

supplied: Pink tablets, 3.6 mg., bottles of 100. 


references: (1) Lish, P. M.; Albert, J. R.; Peters, E. L., and Allen, L. E.: Arch. internat. pharmacodyn. 129:77-107 (Dec.) 1960. 
(2)Howell, C. M., Jr.: North Carolina M. J. 21:194-195 (May) 1960. (3) Clinical Research Division, Mead Johnson & Company. 

(4) Wahner, H. W., and Peters, G. A.: Proc. Staff Meet. Mayo Clin. 35:161-169 (March 30) 1960. (5) Crepea, S. B.: J. Allergy 31:283-285 
(May-June) 1960. (6) Crawford, L. V., and Grogan, F. T.: J. Tennessee M. A. 53:307-310 (July) 1960. (7) Spoto, A. P., Jr., and 

Sieker, H. O.: Ann. Allergy 18:761-764 (July) 1960. (8) Arbesman, C. E., and Ehrenreich, R.: New York J. Med. 61:219-229 (Jan. 15) 1961. 
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patient may be related to decreased transfusion 
requirements. Drug toxicity from the use of 
androgen included jaundice, acneiform skin le- 
sions, fluid retention, hoarseness and hirsutism in 
women. Despite the dosage schedule, no urinary 
complications from prostatic hypertrophy were 
found. There is no metabolic information to de- 
fine the mechanism for the therapeutic efficacy of 
androgen therapy in certain anemias. (Archives 
of Internal Medicine, June, 1961, p. 846.) 


Penicillin: Oral or Intramuscular? 


ACCORDING TO CRONK and Wheatley, potassium 
phenethicillin (Syncillin®) is absorbed well from 
the gastrointestinal tract and produces serum 
concentrations which are substantially higher 
than those obtained with other penicillins. 
Through several years of penicillin experience, 
the medical profession has generally accepted the 
concept that intramuscular penicillin is more ef- 
fective than oral penicillin. The authors present 
the results of experiments they performed com- 
paring penicillin serum concentrations after the 
oral administration of potassium phenethicillin 
with those following intramuscular administra- 
tion of equivalent amounts of potassium penicillin 
G. In one part of the study, they also used intra- 
muscular potassium phenethicillin and compared 
it with oral potassium phenethicillin and intra- 
muscular penicillin G. 

If linear curves (see graph at the right) are 
drawn portraying the average penicillin serum 
concentrations obtained using all three penicillin 
preparations, the curves are generally identical. 
The area under these curves can be obtained by 
using a planimeter. These areas represent, in a 
single figure, the antibiotic absorption as measur- 
ed by serum concentrations at specified times; in 
some ways, they render comparisons more easily. 

There is no statistical difference among these 
areas which indicates that the same antibiotic 
absorption was obtained in each test situation. 
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From these data it appears that orally admin- 
istered potassium phenethicillin would produce 
the same concentration as a similar amount of po- 
tassium penicillin G given intramuscularly. 
Many well-documented publications in the past 
15 years have established the patient’s tolerance 
of orally administered penicillin with relatively 
small side effects in contrast to his tolerance of 
injected pencillin. 

The use of injectable penicillin has many fac- 
ets. Its continued use has been quite legitimate in 
biologic situations where the gastrointestinal 
tract was denied as a channel of absorption or 
where relatively resistant infections required ex- 
tremely high penicillin concentrations. General- 
ly, however, most infections caused by penicillin- 
sensitive organisms do not require inordinately 
high concentrations and the gastrointestinal tract 
is available in a great majority of patients. The 
assumption of the risks coincident to the injection 
of penicillin now appears to be only occasionally 
justified with the availability of this newer, acid- 
resistant, readily absorbed, oral penicillin. 
(American Journal of Medical Sciences, Decem- 
ber, 1960, p. 722.) 
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DEXAMETHASONE 21-PHOSPHATE—NEOMYCIN SULFATE “OPA ALMIC 


“OPHTHALMIC OINTMENT: 
"melts of 97.8° 


GREATER EFFECTIVENESS—NeoDECADRON Ophthalmic Oint- 
ment melts at body temperature. . . providing optimal cover- 
age of optimal concentration at the site of the lesion—it does 
not ‘‘pop out”’ on the lid. 


ACTiviTY— dexamethasone 21- phosphate for unexcelled top- 
ical activity and solubility plus neomycin sulfate for broad 
antibiotic protection. 


CONVENIENCE— jn addition to NeoDECADRON Ophthalmic 
Ointment, NeoDECADRON® Ophthalmic Solution is available 
—a dosage form for every need. 

INDICATIONS: Trauma—mechanical, chemical or thermal; inflammation of 


the conjunctiva, cornea, or uveal tract involving the anterior segment; 
allergy; blepharitis. 


PRECAUTION: Steroid therapy should never be employed in the presence of 
tuberculosis or herpes simplex. 


Before prescribing or administering NeoDECADRON Ophthalmic Ointment 
or Solution, the physician should consult the detailed information on use 
accompanying the package or available on request. 


> MERCK SHARP & DOHME Division ef Merck & Ce., INC., West Peint, Pa. 


OINTMENT 
melts af F. 


DOSAGE: Ophthalmic Ointment: Instill 
three or four times daily. Ophthalmic 
Solution: One drop four to six times daily. 
Dosage may be adjusted up or down, de- 
pending upon the severity of the disorder. 
SUPPLIED: The ointment is supplied in3.5 
Gm. (% 0z.) tubes. Each Gm. contains 0.5 
mg. of dexamethasone 21-phosphate as 
the disodium salt and 5 mg. of neomycin 
sulfate (equivalent to 3.5 mg. neomycin 
base). Also contains white petrolatum 
and liquid petrolatum. The solution is 
supplied in 2.5cc. and 5cc. sterile bottles 
with dropper assembly. Each cc. contains 
1 mg. dexamethasone 21-phosphate as 
the disodium salt, 5 mg. neomycin sulfate 
(equivalent to 3.5 mg. neomycin base). 
Inactive ingredients: creatinine, sodium 
citrate, sodium borate, polysorbate 80, 
sodium hydroxide (to adjust pH) and 
water for injection. 0.32% sodium bisul- 
fite and 0.02% benzalkonium chloride 
added as preservatives. 


NeoDECADRON is a trademark of Merck & Co., INC. 
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Bronchiolar Carcinoma 


BRONCHIOLAR CARCINOMA arises in the lung pe- 
riphery. There is evidence that the neoplasm arises 
from the basal cells lining the terminal bronchi- 
oles. From these bronchioles the malignant cells 
extend into the alveoli and become implanted on 
the alveolar lining. The tumor consists of many 
alveoli lined by cuboid or columnar epithelium 
with no interruption of the lung structure. The 
cells may produce mucin, but often they do not. 
The degree of mucus-secreting activity of the cells 
varies greatly and the volume of mucoid sputum 
varies accordingly. 

Schools and Ray present a patient with bron- 
chiolar carcinoma; a prominent clinical feature 
was the production of a large volume of mucoid 
sputum. The sputum was clear, mucoid and 
frothy, and occasionally blood streaked. Secre- 
tions were so copious that the patient had to sleep 
upright because the sputum flowed from his mouth 
and nose when he reclined. When a bronchoscope 
was inserted into the trachea, it immediately 
filled with watery secretions. During the five min- 
utes of the bronchoscopic examinations, secre- 
tions were aspirated almost continuously with a 
constant flow under the aspirating bottle. The 
rapid formation of the secretions was probably 
the direct cause of death from asphyxia. (Diseases 
of the Chest, June, 1961, p. 643.) 


Suicide 
BROWN AND PISETSKY studied the occurrence of 
suicide in a general hospital. There were 23 
suicides in an 11-year period and most of them 
involved general ward patients. The authors 
point out that the emotional bond between 
the physician and patient was often the dif- 
ference between the patient’s desire to live or die. 
Physicians and the nursing staff should know the 
symptoms of depression-pathologic lowness of 
mood, agitation, feelings of guilt, hypochondria- 
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sis and preoccupation with minor physical symp- 
toms. The difficulty of diagnosis is stressed since 
some suicidal patients concealed their depression 
so effectively that it was not suspected until after 
they took their own lives. (American Journal of 
Medicine, August, 1960, pp. 307-15.) 


Rectal Hydrocortisone in Ulcerative Colitis 


HERSHENSON AND HIS COLLEAGUE report on 11 
courses of rectal hydrocortisone therapy given to 
10 patients with ulcerative colitis. One hundred 
mg. of the steroid in the sodium succinate form 
was dissolved in 120 ml. of isotonic saline and this 
solution was allowed to flow from an infusion 
bottle into the rectum for a 30-minute period. 
The treatment was repeated daily for 14 to 18 
days. The patients chosen were those refractory 
to the oral administration of steroids. The rectal 
administration was beneficial in seven of the 11 
courses of treatment. Of these seven favorable 
results, four were considered remissions of the 
disease and three only partial improvement. The 
authors conclude that rectal steroid administra- 
tion is.a safe and sometimes effective procedure 
in patients with ulcerative colitis who are un- 
responsive to other modes of therapy. (American 
Journal of Digestive Diseases, June, 1961, p. 510.) 


Fungus Infection Associated 
with Steroid and Antibiotic Therapy 
ASPERGILLUS, MUCOR AND CANDIDA are common 


fungi which are present in abundance in most 
environments. Although they are usually con- 
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sidered saprophytic, cases of human infection 
have been reported with increasing frequency in 
recent years. Sidransky and Pearl report 19 pa- 
tients with pulmonary fungus infection due to 
these fungi, associated with steroid and/or anti- 
biotic therapy. Fifteen of the patients had been 
treated with both steroids and antibiotics, while 
four had received only antibiotics. Most patients 
who develop secondary pulmonary fungus in- 
fections are already seriously ill with some other 
serious disease, and the complicated fungus 
infection is seldom suspected clinically. In this 
series, blood dyscrasias and malignant disease as 
well as diabetes mellitus were the primary or 
associated illnesses in most patients. 

Unfortunately, there are no specific signs, 
symptoms or x-ray findings that are definitely 
diagnostic. However, cultures of sputum, blood, 
urine and any accessible lesions may be helpful. 
Fungus infections of the lungs in patients on pro- 
longed steroid and antibiotic therapy should be 
suspected if pneumonia develops and does not 
respond to therapy. In such patients, the 
presence of oral, cutaneous or vaginal fungus in- 
fections should suggest the possibility that the 
infection may also involve the lungs. Saprophytic 
fungi, when found in cultures taken from chron- 
ically ill or debilitated patients, often represent 
something more than harmless contaminants. 
Although diminished host resistance has been 
emphasized as an important factor in both bac- 
terial and fungus infections, especially in pa- 
tients with lymphoma, leukemia and other blood 
dyscrasias, evidence suggests that both anti- 
biotics and cortisone further decrease host re- 
sistance to these infections. 

It is not well understood how antibiotics and 
steroids influence the development of fungus 
infections, but alteration of bacterial flora, direct 
enhancement of fungous growth, inhibition of the 
inflammatory reactions and alterations in im- 
munologic responses are possible factors. (Dizs- 
eases of the Chest, June, 1961, p. 39.) 
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Suppression of Growth 
by Adrenal Cortical Hormones 


VAN METRE and his colleagues have studied the 
effects on linear growth of adrenal cortical hor- 
mones in 19 children with intractable perennial 
asthma. 

Height and weight measurements were made 
at close intervals. In every case, an effort was 
made to use the least amount of corticosteroid 
that would suffice to control asthma. In order 
to facilitate reduction in steroid dosage, supple- 
mentary therapy was continued during the course 
of steroid therapy. This supplementary therapy 
included avoidance of allergens, desensitization, 
bronchodilators, expectorants and antibiotics. 
The effects of specific adrenocortical hormones on 
normal linear growth are illustrated in the graph 
below. 

The authors’ study indicates that cortisone is 
about one-fifth to one-sixth as potent as predni- 
sone and methylprednisolone as a therapeutic 
agent in asthma but only one-tenth as potent as 
a growth-inhibiting agent. (Jowrnal of Allergy, 
November—December, 1960, p. 531.) 
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Effects of specific adrenal cortical hormones on normal linear 
growth. 
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DONNAGEL’S comprehensive antidiarrheal formulation gives 
the green light to normal activity, through its fast and dependable 
control of intestinal hypermotility. 
Each 30 cc. (1 fl. oz.) of DONNAGEL contains: 
Natural belladonna alkaloids: 
Phenobarbital (14 gr.) atropine sulfate. 
hyoscine hydrobromide 


also available 


WITH e {\ co 
sulfate 500 me. .  DONNAGEL plus powdered opium U.S.P. 24.0 


Tips from 
Other Journals 


Stomach Rupture After Oxygen 

Administration 
WALSTEAD AND CONKLIN report three patients in 
whom rupture of the normal stomach occurred 
during the nasal administration of oxygen. Two 
patients were in the immediate postoperative 
period and the other was in an extremely de- 
bilitated state. 

During sleep, anesthesia, surgery, the immedi- 
ate postoperative period or prolonged immo- 
bilization, the stomach is more apt to lack tone 
and to distend with large volumes of air. Such 
predisposing situations or some reflex mecha- 
nism is believed to favor relaxation of the superior 
esophageal sphincter. The site of rupture of the 
normally overdistended stomach has been shown 
experimentally to occur along the lesser curva- 
ture near the cardia. 

The patient with rupture of the stomach ap- 
pears desperately ill, presenting a picture of acute 
abdominal catastrophe. The abdominal disten- 
tion is marked; there is an acute gastric dilatation 
with muscular rigidity and pain. Peristaltic 
sounds are absent. Nausea, gagging and vomiting 
of blood may occur. The patient rapidly pro- 
gresses into a state of severe shock. Some pa- 
tients also have signs of subcutaneous emphy- 
sema. Radiographic examination of the abdomen 
with the patient in the upright position will 
reveal a pneumoperitoneum. Treatment consists 
of prompt surgical repair in all patients with 
complete rupture. The postoperative care in- 
cludes gastrointestinal decompression and the 
intravenous administration of fluids and anti- 
biotics. (New England Journal of Medicine, 
June 8, 1961, p. 1201.) 


Detroit Epidemic 
PoLiIo HIT Detroit hard in late 1958. The final 


count showed 412 paralytic cases and 25 fatali- 
ties. Most of the paralytic cases (more than 75 
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per cent) were concentrated in the central part 
of the city and mainly affected a Negro popu- 
lation of low economic status. Sixty per cent of 
the paralytic victims in Detroit were under 5 
years of age. Two-year-old children were most 
susceptible. 

There was a noticeable decrease in the inci- 
dence of paralytic cases in those who had re- 
ceived the full Salk poliomyelitis vaccine treat- 
ment. The distressing epidemic of paralytic polio- 
myelitis in infants and children, concentrated 
mostly in low-income groups, emphasized the 
need to clear up the pockets of resistance to im- 
munization in the community. The peak occur- 
rence of paralytic cases in the 2-year-old age 
group indicates not only an urgent need to give 
protection as early in infancy as possible but 
Molner and Agate suggest that it is a key to 
prevention of epidemics. Births are a matter 
of the public record, and effective follow-up of 
every infant during the first year of life might 
provide the basis for an effective program to 
prevent poliomyelitis in the community. (Public 
Health Reports, November, 1960, pp. 1031-43.) 
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Tips from 
Other Journals 


Listeriosi 


LISTERIOSIS REFERS to infection due to Listeria 
monocytogenes. This organism is a gram-positive 
bacillus which morphologically resembles mem- 
bers of the Corynebacterium genus. The colonies 
usually produce a zone of beta hemolysis on a 
blood agar plate. The organism is very sluggishly 
motile. These two features, namely its similarity 
with diphtheroids found in the normal flora of the 
skin, nose and throat and the colonies on blood 
agar closely resembling streptococcal colonies, 
tend to mislead the bacteriologist in identifying 
the organism. 

Baker and associates report five patients with 
listeriosis. Infections were found in two patients 
with meningitis, two with bacterial endocarditis 
and one infant with septicemia. Of the four adult 
patients, three were debilitated due to other dis- 
eases and one had rheumatic valvular heart dis- 
ease. Thus, in these three patients, Listeria was 
an opportunist and it was not necessary for it to 
possess a high degree of pathogenicity. 

There are no special features of the illness to 
make physicians suspicious of listeriosis. The di- 
agnosis of listeriosis is usually made in the bac- 
teriology laboratory and is rarely suspected clin- 
ically. (American Journal of Medical Sciences, 
June, 1961, p. 739.) 


Relief of Arm Pain 


JENKNER STUDIED a 20-year-old man who suf- 
fered severe and continuous pain from the right 
elbow down to the fingertips after trauma to the 
brachial plexus. After an informative discussion 
of the theoretical possibilities for neurosurgical 
relief of the pain, the author describes a selective 
anterolateral chordotomy which he performed on 
the patient. The results included a complete loss 
of pain and temperature sense in the distribution 
of the dermatomes from C5 to D2. These re- 
sults permitted certain inferences about contro- 
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versial problems in neuroanatomy of this area 
and encouraged the author to continue the pro- 
cedure in the future. (Archives of Neurology, 
June, 1961, p. 660.) 


Late Recurrence 


SUTTON REVIEWS the findings on 58 patients with 
late recurrent breast cancer. These were all 
histologically verified cases in which the first re- 
currence was noted 15 or more years after the pri- 
mary lesion was removed by mastectomy. The 
sites of first recurrence in these patients with 
breast cancer are summarized in the table below. 

With increase in the average expectation of life, 
it seems reasonable that more cases of late breast 
cancer recurrence may be expected to appear. 
(British Medical Journal, October 15, 1960, pp. 
1132-34.) 


Distant metastases 
13 (22.5%) 


ura, lung 
mediastinum (5) 


Parasternal region 
Regional lymph nodes 
Not stated 
9 (15.5%) 


7 (12%) 
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THE UMBILICAL CORD-CLAMP* BY HOLLISTER 


@ is applied in a moment with one hand. 

@ locks permanently — cannot come loose. 

@ maintains constant, even pressure as cord dries. 
@ eliminates danger of seepage. 

@ does away with time-consuming adjustments. 
@ is lightweight — needs no belly-bands. 

@ requires no dressings. 

@ is disposable. 

@ may be autoclaved with OB instrument pack 

@ is also available in pre-sterilized packets. 
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Steroids in Ulcerative Colitis 
STEROIDS ARE BENEFICIAL to most patients 
suffering from ulcerative colitis, according to 
Ewart. A high percentage of dramatic remissions 
will result in patients suffering from moderate 
attacks, and in a lesser but still significant num- 
ber of those with the fulminating form of the 
disease. The diarrhea will subside ; the food intake 
will increase, and general improvement in the pa- 
tient will be seen. With the exception of steroid 
suppositories for treating the occasional case of 
proctitis, Ewart has found that local steroid 
therapy is generally less efficient and almost in- 
variably more troublesome to the patient. In 
patients who underwent subtotal colectomy for 
the treatment of their disease, those who had 
been treated with steriods before operation were 
better operative risks. 

If a trial of therapy is begun, a therapeutic 
result can be expected within the first three or 
four days. If this is not forthcoming and the pa- 
tient’s course is continuing downhill, the chances 
of rerrission in a seriously ill patient are small. 
Then, surgery should be used as an emergency 
procedure. Undue persistence with the steroid 
trial will gain very little advantage for the pa- 
tient and probably endanger his life. (Winnipeg 
Clinic Quarterly, March, 1961, p. 34.) 


Respiratory Viruses 
DINGLE HAS NOTED that each individual has an 
average of 10 illnesses per year. Six of these 
ilmesses are respiratory infections. Eighteen 
types of adenoviruses have been isolated from 
human sources and there are undoubtedly others 
not yet identified. Parainfluenza virus has been 
found associated with childhood croup and bron- 
chitis. Antibodies to this virus are sufficiently 
widespread in the adult population, suggesting 
that the virus is present in many childhood res- 
piratory infections. The use of polyvalent vac- 
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cines is considered neither scientific nor ethical at 
this time. None of the viruses have been shown 
to be associated with the ordinary common cold 
which still remains the biggest unsolved problem 
in the field of respiratory illness. (American Jour- 
nal of Public Health, March, 1960, pp. 289-94.) 


Hypercalcemia in Sarcoidosis 
NAGLE HAS EMPHASIZED the importance of recog- 
nizing hypercalcemia in patients with sarcoidosis. 
The value of such a recognition is greatest in rela- 
tion to treatment. Persistent hypercalcemia may 
lead to kidney damage, stone formation and 
metastatic calcification as well as the systemic 
manifestations of elevated serum calcium con- 
centrations. With very marked increases, it is 
well known that progressive lethargy and coma 
may develop within a few days. Since treatment 
is available for the calcium disturbance in sar- 
coid, its recognition becomes considerably im- 
portant. 

Of the many theories relating to the pathogene- 
sis of sarcoid hypercalcemia, the best-documented 
one at present is that of an increased absorption 
of calcium from the gastrointestinal tract. Corti- 
sone or similar steroids have been shown to have 
a beneficial effect upon the serum calcium with 
quick reversion toward normal and restoration of 
renal function within one or two weeks. It is 
even possible that the nephrocalcinosis and other 
microscopic calcifications may disappear with 
continued cortisone therapy. (Journal of the 
Mount Sinai Hospital, May—June, 1961, p. 268.) 
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TABLETS 


acts in 5-15 minutes 
relief usually lasts 
6 hours or longer ( 
toleration excellent... 
constipation rare 
sleep uninterrupted 
by pain 


Each Percodan* Tablet contains _ ’ercodan®-Demi: The complete 
4.50 mg. dihydrohydroxycodeinone Percodan formula, But with — 
HCI, 0.38 mg. dihydrohydroxy- only haif the amount of salts of 
codeinone terephthalate (warning dihydrohydroxycodein 
may be habit-forming), 0.38mg. 
homatropine terephthalate, 
224 mg. acetylsalicylic acid, 

160 mg. acetophenetidin, and et al.: The management of postpartum 
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VERAGE ADULT DOSE 
1 tablet every 6 hours; may 

be habit-forming. 
Federal law permits 

oral prescription. 


naigesia for moderate pain, Ann. 
d. & Surg. 6:376, 1952. 2. Bonica, J. J., 


§, Coren, L.: Office Orthopedics, ed. 2, 

Hadelphia, Lea & Febiger, 1953, pp. 
- 786, 145, 156, 234. 6. Nicolson, W. P., Jr. 
Skandaiakis, J. &.: Control of postop 


\ controlled study in pain relief, M. Times 


1318, 1956. 4. Chasko, W. J.: Pain-free 
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dental surgery: Postoperative extension 
} of the pain-free state, J. District o 


tive pain, J.M.A, Georgia 46471, 
9. Piper, C. E., and Nicklas, Wis Perco 
He for pain in industrial practice, Indust. Med. 

1954; abstracted, Clin. Med. 3:1008, 1 
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Biliary Tract Obstruction 


NORDYKE has discussed the use of radioiodinated 
rose bengal and external body monitoring for the 
purpose of diagnosing biliary tract obstruction. 
The rose bengal dye is removed from the blood 
stream by the liver whereupon it is excreted into 
the biliary tract and duodenum. When the pa- 
tient is fasting, the dye concentrates in the gall- 
bladder, and after fat ingestion it is eliminated 
from the gallbladder through the common duct 
into the intestine. These phases, the concentra- 
tion in the gallbladder, the flow of dye into the 
duodenum and intestinal dye concentration can 
all be demonstrated by monitoring the external 
radioactivity. Failure of the dye to flow into the 
intestine after stimulation shows, therefore, an 
obstruction of the distal common bile duct. 

For the monitoring, two scintillation probes of 
the type used for thyroid uptakes were used. One 
probe was placed laterally against the head, while 
the second was positioned over the abdomen, 
below the liver and slightly to the left of the 
midline. After preliminary studies, 15 to 25 
uc. of I'*! rose bengal was injected intravenously. 
The setup is shown diagrammatically in the 
figure at the right. 

In the normal subject after intravenous injec- 
tion of the tracer dye, the curve of radioactivity 
over the head decreased rapidly, paralleled by the 
activity over the abdomen. However, at 14 min- 
utes the abdominal curve turned abruptly up- 
ward. This upward phase representing flow of 
the radioactive bile into the intestine was seen 
in normal subjects in the postprandial state. In 
the fasting state, the abdominal curve rose only 
slightly in 14 minutes, but after proper stimula- 
tion of the gallbladder, such as the ingestion of 
milk, the curve again rose abruptly. The author 
noted that in patients whose gallbladders had 
been removed, the rapid rise of radioactivity in 
the intestine of a fasting subject after the inges- 
tion of milk was similar to the curve under the 
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same circumstances in a patient with a normally 
functioning gallbladder. Therefore, the presence 
of a normally functioning gallbladder is not nec- 
essary for the production of a rapidly rising 
abdominal radioactivity curve. Studies in a pa- 
tient with jaundice due to carcinoma of the 
head of the pancreas revealed no upward abdomi- 
nal curve, i.e., no flow of bile into the intestine 
when milk and other cholagogues were given. 
Several factors may enter into the interpreta- 
tion of the radioactivity curves. First, a stone 
lying freely in the common duct which does not 
obstruct the flow of bile will obviously not stop 
the flow of dye into the intestine. Second, a pa- 
tient with obstruction to the gastric outlet may 
subsequently have prolongation of the passage of 
fatty foods and therefore fail to influence the 
secretion of dye from the biliary tract into the 
intestine. Third, when the intrabiliary pressure 
in the presence of obstruction rises above the bile 
excretion pressure of the liver cells, it is unlikely 
that radioactive dye will enter the biliary radi- 
cles. With these qualifications the author thinks 
the use of I'*' rose bengal under these conditions 
allows the diagnosis of biliary tract obstruction 
with a high percentage of accuracy. (American 
Journal of Gastroenterology, May, 1960, p. 563.) 


Position of scintillation probe over the abdomen for monitoring 
rose bengal excretion. 
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Unilateral Pulmonary Edema 


BECAUSE a pulmonary infiltrate seen on the chest 
x-ray is unilateral, it is often considered to be of 
inflammatory or neoplastic origin, rather than 
pulmonary congestion, according to Richmann 
and Godar. They present a case of unilateral pul- 
monary edema in a patient with hypertensive 
heart disease. 

After a cardiac regimen was begun, there was 
considerable clearing of the x-ray density within 
14 hours. The rapidity of improvement appears 
consistent with the initial impression that the 
unilateral pulmonary infiltration was due to 
edema and points out the need for considering 
this diagnosis when clinical manifestations war- 
rant it. The fluffy nature of the process, the ab- 
sence of signs of infection and the patency of 
bronchi through the density suggest the presence 
of pulmonary edema. (New England Journal of 
Medicine, June 1, 1961, p. 264.) 


Antibiotic Sensitivity Tests 

IT IS WELL known that correlation does not exist 
in many cases between the in vitro result and the 
in vivo effect of antibiotics. Bringhurst and Mar- 
cus evaluated three strains of Staphylococcus 
aureus for resistance to penicillin. The strains 
were classified as highly sensitive, moderately 
sensitive and resistant. When serum, albumin or 
gamma globulin was evaluated for antibacterial 
activity, none was exhibited. Yet, when gamma 
globulin was added to penicillin in the bio-assay, 
increased antibacterial activity was shown. Nor- 
mal pooled serum, when substituted for gamma 
globulin, acted in the same way. Antibacterial 
activity of serum-penicillin combinations was 
directly proportional to the amount of serum 
used in the bio-assay. The results indicate an 
added effect exists if serum proteins act in con- 
junction with antibiotics. (Journal of Laboratory 
and Clinical Medicine, June, 1961, p. 874.) 
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Neonatal Jaundice 


JAUNDICE is commonly seen in the newborn. 
Claireaux estimated that 40 per cent of all in- 
fants have an elevated serum bilirubin during the 
first week of life. This is the basis for the unfor- 
tunate term “physiologic jaundice” which tends 
to minimize the risk to the infant. 

The danger of persistent jaundice in the new- 
born is in the development of cerebral nuclear 
jaundice (kernicterus) which may kill the infant 
or leave him with permanent brain injury. This 
complication is most frequent in erythroblasto- 
sis fetalis. (British Medical Journal, May 21, 
1960, pp. 1528-34.) 


Tuberculosis After the Use 

of Corticosteroids 
STEPHANOPOULOS REPORTS five patients who de- 
veloped pulmonary tuberculosis after treatment 
with corticosteroids. In all these patients, chest 
roentgenograms, taken before the corticosteroid 
therapy wasstarted, were normal. Tuberculostatic 
drugs were not added to the corticosteroids. The 
time lapse between the institution of cortico- 
steroid therapy and the development of tubercu- 
losis varied between a period of one month and 
a year. 

In view of the relatively frequent tuberculous 
complications after treatment with corticoster- 
oids, the advisability of combining this therapy 
with tuberculostatic drugs, even if the patient is 
free of tuberculosis, becomes more and more 
apparent. In patients in poor physical condition, 
or with roentgenographic abnormalities indicating 
a past tuberculous infection or with a normal 
chest roentgenogram but a past history or re- 
cently arrested tuberculosis, this combined treat- 
ment is necessary. In other patients, corticosteroid 
therapy must be accompanied by frequent roent- 
genographic control. (British Journal of Dis- 
eases of the Chest, April, 1961, p. 100.) 
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RAMSES’ prophylactics— 
to prevent re-infection in 
vaginal trichomoniasis. 


Confirming the views of many others,** 
Romney“ has recently pointed out that 
Trichomonas may be harbored asympto- 
matically in the male and transmitted 
to the female to produce a resistant 
vaginitis; and that ‘‘... therapy which 
is directed solely towards the female 
patient is unrealistic and ineffectual.’’ 
For this reason, the husband’s coopera- 
tion must be enlisted in order to end 
this cycle of infection and re-infection. 


Husbands appreciate 
RAMSES, 

the prophylactic with 
“built-in” sensitivity. 


The exquisite sensibility preserved by 
this tissue-thin, natural gum-rubber 
sheath of amazing strength and solid 
clinical reliability places RAMSES 
almost out of human awareness. Without 
imposition or deprivation for the sake 

of cure, the routine use of RAMSES 
with ‘‘built-in’’ sensitivity is readily 
adopted, even by the husband who fears 
loss of sensation. 


1, Karnaky, K. J.: South. M. J. 51:925 
(July) 1958. 


2. Giorlando, S. W., and Brandt, M. L.: 
Am. J. Obst. & Gynec. 76:666 (Sept.) 1958, 


3. Davis, C. H., and Grand, C. G.: Am. J. 
Obst. & Gynec. 68:559 (Aug.) 1954. 


4, Romney, 8. L.: M. Se. 8:235 (Aug. 25) 1960, 
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Bretylium 


BRETYLIUM TOSYLATE selectively inhibits sym- 
pathetic nervous activity without affecting para- 
sympathetic function. Thus, this agent has the 
possibility of achieving control of blood pres- 
sure to the same extent as that obtained with 
ganglion-blocking agents but without the un- 
pleasant side effects of parasympathetic blockade. 

Conway and his colleagues have studied the 
effects of this agent in hypertensive patients to 
define the place of this sympathetic-blocking 
agent in comparison with the various ganglion- 
blocking agents in current use. The control of 
blood pressure by bretylium tosylate was studied 
in 30 hypertensive patients. Half of these had 
never received blocking agents before and of the 
remaining 15, a direct comparison was made of 
the effects of bretylium with various other drugs 
including mecamylamine, mecamylamine with 
reserpine, mecamylamine with hydralazine, pem- 
pidine and trimethidinium. 

The results of this study, which covered an 
average of 71 days in each patient, indicate that 
the effect of bretylium on the blood pressure is 
practically identical with that obtained with the 
other agents studied. Further, it was achieved 
with very few side effects. The main effect of 
bretylium was upon the pressure with the patient 
in the standing position. Effective doses ranged 
between 600 and 2,800 mg. daily. Side effects of 
nasal stuffiness, conjunctival injection, vague 
abdominal discomfort and postural dizziness 
were not severe. Tolerance developed within the 
first three weeks of treatment in half the patients 
not previously treated with blocking drugs. 

The authors conclude that this new drug is 
still far from the ideal antihypertensive drug. 
Differences in individual sensitivity to its effects 
were marked and its relatively short period of 
action necessitated careful titration of dosage if 
effective control of blood pressure was to be main- 
tained. The postural effects of bretylium were 
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quite marked in the morning. The authors sug- 
gest that this agent will become an important 
drug in treating patients with severe forms of 
hypertension in whom other forms of therapy 
such as chlorothiazide or reserpine have not 
brought the blood pressure into a relatively safe 
range. (The Journal of Laboratory and Clinical 
Medicine, February, 1961, p. 199.) 


Hematemesis 


EARLY SURGICAL INTERVENTION: in patients with 
massive bleeding from the stomach or duodenum 
offers the best possibility for reducing mortality. 
Chandler and coworkers report on the early 
radiologic evaluation of patients with acute 
hematemesis by means of a bedside technique. 
This can be performed in the ward without the 
increased risk of moving the patient to the x-ray 
department. The over-all accuracy of the method 
in 150 patients, examined during the acute stages 
of bleeding, was 83 per cent. The successful dem- 
onstration of duodenal lesions was particularly 
impressive (see the table below). 

The benefit of a vigorous diagnostic policy was 
shown by reducing both mortality and the length 
of patient-stay in the hospital. (Lancet, Septem- 
ber 3, 1960, pp. 507-10.) 


Accuracy of Prediction of Final Diagnosis 
by Early Bariwm-Meal Examination 


Early Radiologic Cor- Incor- Per Cent 
Accuracy 


Diagnosis I rect 


Chronic Gastric Ulcer 
Chronic Duodenal Ulcer 
Acute Ulcer 

Carcinoma of Stomach 
Esophageal Varices 
Hiatus Hernia 


Totals 


Tips from 
Other Journals 
Number 
54 52 2 96 
72 53 19 73 
2 2 0 100 ss 
2 2 0 100 : 
4 3 1 75 ‘ 
a 150 124 26 83 
167 
A 


Why a triple sulfonamide: 

SPECTRUM-— that encompasses certain common bacteria not susceptible to antibiotics, such 
as gram-negative bacteria of the urinary tract. 

EFFICACY— in many genito-urinary infections. In upper respiratory infections and genito- 
urinary infections, active at the foci of infection. May succeed where bacteria are 
resistant to antibiotics. Rapid bacteriostatic effect. 

SAFETY— safer than a single sulfonamide. Independent solubilities of the three sulfonamide 
components minimize danger of crystalluria. Fewer of the complications of anti- 


biotic therapy such as allergic reactions, diarrhea, gastrointestinal upset, super- 
infection. 


ECONOMY-— lower cost to the patient than with most antibiotic prescriptions. 
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SULFOSE 


Triple Sulfonamides, Wyeth (Trisulfapyridimines: 
Sulfadiazine, Sulfamerazine, Sulfamethazine) 


For further information on limitations, ad- SERVICE 
ministration, and prescribing of SULFOSE, see TO 


descriptive literature or current Direction Wyeth Laboratories Q.MEDICINE 
Circular. Philadelphia 1, Pa. 
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Chlorothiazide in Diabetes Insipidus 


Q. Several clinical investigators have been using 
chlorothiazide as treatment for diabetes insipi- 
dus, with excellent results. I know of no pub- 
lished report on this therapy. How can its action 
be explained physiologically ? 


A. The physiologic explanation is obscure. Some 
authorities believe that the decrease in total 
water content is not a valid one. Experience has 
shown that the use of 50 to 75 mg. of hydro- 
chlorothiazide daily, plus 200 to 300 mg. of 
spironolactone daily, effectively controls diabetes 
insipidus in most patients. With this combination 
(or with hydrochlorothiazide alone), no adverse 
effects have been noted and potassium depletion 
has not occurred. A few patients do not respond 
and must be maintained on posterior pituitary 
preparation. 

Reports on the use of chlorothiazide in diabetes 
insipidus are as follows: Kennedy and Crawford, 
Lancet, April 25, 1959, p. 866; and Crawford, 
Kennedy and Hill, New England Journal of Medi- 
cine, April 14, 1960, p. 787. 


Abdominal Pain in Heart Failure 
Q. What causes abdominal discomfort in pa- 
tients with congestive heart failure? 


A. If the question refers to abdominal discom- 
fort due specifically to congestive heart failure 
(therefore excluding such causes as embolic 
phenomena), the most common cause of this 
symptom is venous congestion of the abdominal 
viscera. Engorgement of the liver frequently 
causes discomfort of the right upper quadrant or 
the epigastrium. If the cardiac failure is acute, 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities in appropriate fields of therapy and diagnosis. 


Information Please 


the discomfort may be manifested as severe pain. 
In hepatomegaly secondary to chronic cardiac 
failure, the abdominal discomfort is usually de- 
scribed as a ““heavy”’ or “full” sensation. Venous 
engorgement of the intestinal tract may cause 
vague middle and lower abdominal discomfort, 
probably due in part to the actual venous disten- 
tion and in part to the resultant bowel dysfunc- 
tion. 

In elderly patients, abdominal pain in conges- 
tive heart failure has grave significance and may 
indicate acute nonocclusive gangrene of the in- 
testine. This condition is characterized by 
infarction of the intestinal structures without 
evidence of actual thromboembolic phenomena. 


“Lump in the Throat” 


Q. What are the usual causes of “lump in the 
throat’? 


A. The most easily recognized cause of this com- 
mon complaint is a foreign body lodged in the 
pharynx. Another cause is focal hyperplasia of 
the lymphoid tissue of Waldeyer’s ring. A lingual 
tonsil at the base of the tongue or a polyp on the 
nasopharyngeal wall may produce the same 
sensation. If the thyroid encircles the trachea it 
can cause the feeling of a “ump in the throat.” 
Benign tumors of various types may occur on the 
wall of the pharynx and malignant growths of the 
throat are not rare. The latter produce the symp- 
tom by infiltration of the local lymph nodes. 
Another cause is an edematous uvula, which 
occasionally results from prolonged open-mouth 
breathing or snoring. 

Probably the most frequent cause is globus 
hystericus, which is usually the result of anxiety, 
frequently due to a fear of cancer. 
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EACH YELLOW TABLET CONTAINS: 
Acetyl-p-aminophenol 
Racemic Amphetamine Phosphate... . 
Metropine® 

(Methylatropine Nitrate) 


INDICATIONS AND DOSE: 


Relief of pain: 1 to 2 tablets initially. Repeat in 
3 hours as necessary. 

Rheumatic or low back pain, neuralgia, neuritis: 
Maintenance dose should be adjusted to 
individual requirements. 

Colds: 2 tablets every 4 hours. 

Premenstrual tension: 2 tablets every 4 hours 
beginning the day preceding onset of men- 
Sstruation. 


STRASENBURGH 


ROCHESTER, NEW YORK, U.S.A 


EFFECTS: Analgesic, antipyretic with mild 
stimulation. 


SIDE EFFECTS: May cause dry mouth, flush- 
ing, blurred vision and rash, in patients 
hypersensitive to atropine; insomnia and 
other signs of mild central nervous stimula-. 
tion in patients hypersensitive to sympatho- 
mimetic compounds. 


PRECAUTION: Last dose should be taken 6 
hours before retiring. 


CONTRAINDICATIONS: Glaucoma, prostatic 
hypertrophy, stenosis of the bladder neck, 
marked hypertension, cardiac defects or 
hypersensitivity to sympathomimetic or anti- 
cholinergic compounds. 


LABORATORIES 


DIV. WALLACE & TIERNAN INC 


Originators of ‘Strasionic’ (sustained ionic) Release 
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Information Please 


Thyrotoxicosis During Pregnancy 


Q. What is the best way to manage thyrotoxicosis 
complicated by pregnancy in the first trimester ? 


A. Management of thyrotoxicosis in the first tri- 
mester of pregnancy depends on the size of the 
gland and the degree of the patient’s discomfort. 
If there are pressure symptoms, the use of an 
appropriate antithyroid drug, in combination 
with 100 gammas of liothyronine, is effective in 
controlling the thyrotoxicosis and simultaneously 
preventing hypothyroidism. The liothyronine 
prevents further enlargement of the thyroid gland 
while the patient is taking the antithyroid drug. 
Methimazole, given in divided doses of 40 mg. a 
day, has proved effective for these patients. If 
compression is noted, surgery must be done after 
preparation of the patient with the antithyroid 
medication, followed by administration of iodine 
one week prior to operation. The use of reserpine, 
1 mg. a day, may prevent the sympatholytic 
overlay shown by many of these patients. 


Sponginess of Tissues 


Q. I have been attending a 9-year-old boy whose 
weight and height are in the upper 3 per cent of 
the normal range for his age. On routine physi- 
cal examination, he appears to be normal in all 
respects except for his large size and the con- 
sistency of his tissues. On palpation, the sub- 
cutaneous tissues of his arms, abdomen, thighs 
and legs are extremely soft and spongy but 
seem to have good elasticity. The feeling is 
rather like that of subcutaneous emphysema. 
The child seems to have normal strength and 
does not bruise unusually. What might cause 
his tissues to have this consistency? Should 
anything be done about it? 


A. It is not unusual for boys in the upper per- 
centile ranges to be somewhat obese at 9 to 12 
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years of age. The prepubertal increment in weight 
precedes that of height (the adolescent growth 
spurt). Obesity in such youngsters is frequently 
a cause of concern to parents. From the descrip- 
tion of superior growth, normal strength and age 
of the child, it is quite probable that he is a nor- 
mal, large, 9-year-old boy. As long as the weight 
is in the same percentile plane as the height, re- 
duction of dietary intake is not necessary. Noth- 
ing is indicated but reassurance and observation. 


Closed-Chest vs. Open-Chest Massage 


Q. What are the indications for closed-chest 
cardiac massage, as compared with direct 
massage through the open chest? 


A. The general indication for cardiac massage of 
any type is the occurrence of cardiac arrest. This 
term includes cardiac standstill (complete cessa- 
tion of ventricular activity) and ventricular 
fibrillation. The procedure of choice depends 
partly on environmental circumstances. Proper 
treatment necessitates not only an adequate cir- 
culation but also an adequate ventilation. With 
the chest closed, adequate ventilation can be 
achieved by simple mouth-to-mouth breathing. 
However, once the chest is open, tracheal intuba- 
tion and some form of mechanical respiration are 
needed. Therefore, open-chest cardiac massage 
should generally be reserved for use in hospitals 
with adequate personnel to handle all the prob- 
lems presented by the open chest. 

Either type of massage may restore the normal 
heart beat in cases of ventricular standstill. How- 
ever, neither is likely to do so in cases of ventricu- 
lar fibrillation, necessitating the eventual use of 
either an external or an internal electric defibril- 
lator. In general, it is best to maintain circulation 
by closed-chest cardiac massage until the patient 
can be moved to an area where proper facilities 
are available to handle any part of this too often 
fatal problem. 
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Specifically 


~ to perform 
a specific 
function 


Just as a medical instrument is engineered for 
maximum efficiency in performing its specific 
function, BENYLIN® EXPECTORANT is formulated to 
provide effective relief of cough associated with 
colds or allergy. 


The outstanding antitussive action of BENYLIN 
EXPECTORANT is attributed to a combination of 
carefully selected therapeutic agents. Benadryl,® 
a potent antihistaminic-antispasmodic, reduces 
bronchial spasm, quiets the cough reflex, and 
lessens nasal stuffiness, sneezing, lacrimation, 
itching, and other allergic manifestations. Concur- 
rent respiratory congestion is relieved by expecto- 
rant agents that efficiently break down tenacious 
mucosal secretions. In addition, a demulcent 
action soothes irritated throat membranes. sss: 


elp contro! cough 


BENYLIN EXPECTORANT is a pleasant-tasting, 
raspberry-flavored syrup...completely ac- 
ceptable to patients of all ages. 

supplied: BENYLIN EXPECTORANT is available 
in 16-ounce and 1-gallon bottles. 


Each fluidounce contains: 80 mg. Benadryl 
Hydrochioride (diphenhydramine hydrochlo- 
ride, Parke-Davis); 12 gr.ammonium chloride; 
5 gr. sodium citrate; 2 gr. chloroform; 1/10 gr. 
menthol; and 5% alcohol. Indications: Relief 
of coughs due to colds, other symptoms as- 
sociated with colds, and coughs of allergic 
crigin. Dosage: Adults—1 to 2 teaspoonfuls 
every three to four hours. Children—1 to 
1 teaspoonful every four hours. Precautions: 
Products containing Benadryl should be used 
cautiously with hypnotics or other sedatives; 
if atropine-like effects are undesirable; or if 
the patient engages in activities requiring 
alertness or rapid, accurate response (such 


as driving). 
PARKE-DAVIS 


PARKE, DAVIS & COMPANY, Detroit 32, Michigan 
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Special Features 


Project MORE: Doctors for the Future 


This month, Academy members in two represen- 
tative American cities are putting into operation 
an AAGP medical student recruiting campaign. 
By month’s end, they will have set the stage for 
the rebirth of a vital force in American medicine 
—career recruiting by doctors, who can best sup- 
ply the vital spark of interest so necessary in this 
demanding and arduous discipline. 

These family doctors, formed into recruiting 
task forces, are carrying the Academy’s new 
Project MORE to the high school students of 
Binghamton, N.Y., and Omaha, Neb. Their 
avowed purpose is to inspire juniors and seniors 
with the romance and the rewards of the medical 
life, and to inform their parents of the not-so- 
frightening facts of medical education and of the 
very real need for new doctors at every crossroads 
of a growing America. 

Project MORE is a tangible mechanism for doc- 
tors to use to take the story of medicine and 
medical education into the high schools of their 
communities. Through planned programs, these 
doctors can build interest, tear down old shibbo- 
leths and establish a pipeline of understanding. 
In addition to the students (who will be con- 
tacted through the assistance of their instructors 
and counselors), Project MORE’s informational 
devices will also be aimed at community thought 
leaders, parents and other citizens. In short, the 
community sphere responsible not only for the 
future of the neighborhood, but also for footing 
the bills, will be thoroughly informed as to the 
need for and the requirements of a sound medical 
establishment. 

Beyond carrying medicine’s story to young 
and old alike, Project MORE involves physicians, 
directly and personally, in the all-important 
business of recruiting. It provides a convenient 
meeting ground between the individual physician 
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and the student population, thus establishing a 
close personal relationship and stimulating a high 
level of interest in a career as a doctor of medi- 
cine. Doctors historically have been the best re- 
cruiters of doctors, but, with the nation’s bur- 
geoning population and the attendant greater 
need for physicians, medicine no longer can de- 
pend on the father-son arrangement of past 
years. Project MORE is designed to fill the gap 
and provide the platform for the close doctor- 
student association. 

While the American Medical Association and 
state and county medical societies are leveling 
their sights on the problem of the high cost of 
medical education, the Academy program strikes 
directly at the inertia, misunderstanding and 
plain lack of information standing in the way of 
youth choosing the career of medicine. This is a 
particularly difficult matter in these space- 
oriented times because of the tremendous com- 
petition for top students being offered by the 
now-popular physical sciences harnessed to space 
exploration. In the face of its galloping need, 
medicine has fallen behind the headline sciences, 
in which the newspapers produce interest and 
the big companies provide the recruiting and 
subsidization follow-through, Project MORE was 
cast as the doctors’ answer to these powerful 
influences. 

Because these influences appeal to human ac- 
quisitiveness and the thirst for adventure, the 
measure of Project MORE’s success lies in the 
ability and conviction of the physician-recruiter. 
Only when an M.D. pulls out all the communi- 
cative stops can the story of one man’s medicine 
become the inspiration to another man’s son. A 
reflective approach coupled with sincere purpose 
can open the door of effective communication of 
medicine’s message to the young. 
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..and other 
types of 
Nausea and 
Vomiting 


NOW 3 
DOSAGE 
FORMS 


BONADOXIN 
TABLETS 


when the patient can 
take oral medication 


Each tiny tablet contains: 
meclizine HCI (25 mg.) for 
antinauseant action; pyri- 
doxine HCI (50 mg.) for 
metabolic replacement. 


when your OB patient needs the best in prenatal 


vitamin-mineral supplementation ... 


OBRON® 


onadoxin' 
stops. 


ICRNESS... 


9 times out of 10 


BONADOXIN 
D RO P S Sor infant colic 


Each cc. contains: mecli- 
zine equivalent to 8.33 mg. 
of the hydrochloride; pyri- 
doxine equivalent to 16.67 
mg. of the hydrochloride. 
Three cc. of Bonadoxin 
Drops equal one Bona- 
doxin tablet in meclizine 
and pyridoxine content. 


New York 17, N. Y. 


and the new 


BONADOXIN 
INTRAMUSCULAR 
SOLUTION 
when the oral route 
is not feasible 


Each cc. contains: mecli- 
zine equivalent to 25 mg. 
of the hydrochloride; pyri- 
doxine equivalent to 50 
mg. of the hydrochloride. 


Division, Chas. Pfizer & Co., Inc. 
Science for the World’s Well-Being® 
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Project MORE: 
Doctors for the Future 


In Project MORE, emotional inspiration will 
evolve from a thorough orientation in the basics 
of medical education, including the latest infor- 
mation on medical scholarships, academic re- 
quirements and other tangible matters of imme- 
diate interest. Facts and figures, clearly and 
concisely presented, will do much to dispel the 
erroneous notions about medical education now 
held by an amazing number of intelligent 
Americans. Project MORE is designed to clarify 
this national fuzziness at the level where sharp 
focus counts. 

All these philosophic elements of the program 
are part of the campaign now being carried on by 
Academy members in Binghamton and Omaha. 
They pervaded the months of planning that pre- 
ceded launching and foreshadowed the mayors’ 
proclamations of November as “M.D. Career 
Month” in the communities; the opening ad- 
dresses to assembled high school juniors and 
seniors; the formation of “Ars Medica” clubs 
from among interested and curious students, and 
the personal relationships that are now being 
formed. 


Test Markets for National Program 


However, there is an eminently practical as- 
pect to the Project MORE that is being conducted 
in these two cities. They are the “‘test markets” 
for the national program which will be put in the 
hands of all segments of the Academy early in 
1962. The experience of these two task forces will 
provide invaluable information as to the need for 
changes in direction or technique to achieve max- 
imum efficiency and acceptance. Indicated revi- 
sions will be incorporated into the final master 
plan for national use. Representatives from 
Academy Headquarters in Kansas City will con- 
stantly be alert to the test-city activities to make 
immediate changes and adjustments in the mas- 
ter plan. 

Headquarters representatives also have and 
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are continuing to assist local task force coordi- 
nators in effecting relationships with school and 
organization functionaries and in establishing 
contact with the local news media. Local and 
national publicity and promotional activities are 
being stimulated to the fullest extent possible, 
both to provide an awareness and acceptance 
umbrella for the forthcoming national program 
and also to provide continual stimulus to test-city 
operations. A device which Headquarters will be 
watching with particular scrutiny is the “Junior 
Preceptorship” segment of the project. This 
unique mechanism, which constitutes one of the 
basic differences between Project MORE and all 
superficially similar recruitment programs, is the 
heart of the project. It actually puts into practice 
the fundamental tenet of Project MORE—estab- 
lishment of a close personal bond between doctor 
and student. 

The students who become “junior preceptees”’ 
will be the primary targets of the project and will 
have been carefully chosen from among the top 


Each “junior preceptee”’ will spend a day with an Academy 
member, taking part in his activities to the fullest possible 
extent. 
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Now...two new products to supply 
the iron infants and children need 
at the ages they need it 


VITAMIN DROPS WITH IRON 


DECA-VI-SOL 


CHEWABLE VITAMINS WITH IRON 


These two new formulations—one for infants, one for older children 
—are distinctive additions to the present line of Vi-Sol® vitamins, 
thereby providing the choice of Tri-Vi-Sol drops with and without 
iron and Deca-Vi-Sol chewable vitamins with and without iron. 
Both new products taste good. The packaging carefully limits 
elemental iron to a total of 500 mg. per bottle. Nevertheless, the 
bottles should be kept out of the reach of children. 


‘Tri-Vi-Sol vitamin drops with iron. Each 0.6 cc. daily dose supplies 10 mg. 
elemental iron plus safe, rational amounts of vitamins C, D and A. Supplied 
in bottles of 30 cc. 


Deca-Vi-Sol chewable vitamins with iron. Each chewable tablet supplies 10 mg. 
elemental iron and safe, rational amounts of C, D and A plus seven significant 
B vitamins. Supplied in bottles of 50 chewable tablets. 

Bibliography: (1) Jacobs, I.: GP 21:93 (Jan.) 1960. (2) Shulman, I.: J.A.M.A. 175:118-123 


(Jan 14) 1961. (3) Moore, C. V., in Wohl, M. G., and Goodhart, R. S.: Modern Nutrition 
in Health and Disease, ed. 2, Philadelphia, Lea & Febiger, 1960, p. 243. 


10 mg. of prophylactic iron... 
logically combined for your 
convenience with two of the 
most widely used and accepted 
pediatric vitamin products 


Mead Johnson 
Laboratories 


Symbol of service in medicine asonst 
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Project MORE: 
Doctors for the Future 


candidates. They will spend a day with the phy- 
sician “‘preceptor” and will take part in his daily 
activities (including his leisure time) to the fullest 
extent possible and proper. It is hoped that in 
this way, doctor and student may become well 
acquainted and emotionally attuned to one 
another to the extent that a fair substitute of the 
old father-son relationship will result and the 
“preceptee”’ will follow the “preceptor” into 
family medicine. 


This is the story behind what is going on in 
Binghamton and Omaha this month. Dedicated 
Academy members are giving their time, effort, 
hearts and heads in an all-out effort to establish 
a firm foundation on which Project MORE can 
stand next year as it reaches out to students 
throughout the United States. 

These family doctors are the vanguard of the 
first coordinated, continuing nationwide program 
aimed at solving the physician shortage problem. 


GENERAL PRACTITIONERS are not decreasing in number in all states. 
In Kansas, the ratio of general practitioners to specialists increased 
from 60 per cent in 1955 to 70 per cent in 1960. Included in the 
specialist group are the noncertified as well as the certified specialists. 

These figures were reported by Dr. E. V. Thiehoff in the March, 
1961, Journal of the Kansas Medical Society. In 1955, 642 of the 
957 medical graduates of the University of Kansas practicing in 
the state were in general practice. In 1960, of the 1,100 graduates 
practicing in the state, 839 were in general practice. In 1955, out- 
of-state-school graduates in general practice in Kansas numbered 
707; in 1960, there were 825. These figures indicate that the increase 
in general practitioners in Kansas was not due solely to graduates 
from its own medical school. 

In addition, while there was an increase in the number of certified 
specialists in Kansas in 1960 over 1955, there was a decrease in 
total specialists. In 1960, there was a total of 704 specialists, com- 
pared with 948 in 1955—a loss of 244. 

Although this is only one state, it may well forecast a trend of 
more physicians entering general practice in the sixties. The study 
of 1950 medical graduates by Weiskotten and others, published in 
the December, 1960, issue of the Journal of Medical Education, 
showed that 32 per cent of the 1950 class had entered general 
practice while 68 per cent had specialized. For the 1945 class, it 
was 25 per cent general practice and 75 per cent specialty practice. 

The economic and prestige advantages created by higher rank 
and pay scale for specialists during the war years have become 
less important. It appears that the results in trends in practice 
created by the war conditions have been assumed to establish a 
fixed socioeconomic system that would continue. This decade may 
well bring about a major increase in the number of physicians 
entering the general practice of medicine. 


More 
General Practitioners 
in the Sixties 
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Where’s 
the arthritic 
this 
morning? 


The first long-acting oral steroid, Medrol Medules 
gives the arthritic patient therapeutic action that 
continues through the night. In many cases, 
morning stiffness can become a thing of the past. 

The slow, steady release of methylpredniso- 
lone often provides greater effectiveness, with 
less frequent administration and sometimes a 
reduced total daily dosage. 

Many of your arthritic patients, too, can wake 
up comfortable on Medrol Medules. 


Dosage: The following dosages are 
Initial 


Severe 12 to 16 mg. 
Moderately severe ...... 8 to 10 mg. 
Moderate ...... 6to 8 mg. 


id arthritis: 
M 


Children 6t0 10mg. 2 to 
With Medrol Medules, it may be possible to reduce ‘the total daily dose hie %. 


@TRADEMARK, REG. U.S. PAT. OFF. COPYRIGHT 1961, THE UPJOHN COMPANY JUNE, 1962 


Thanks to 
Medrol 
Medules, 

he woke up 
comfortable 
and he’s 
already 

on the go. 


Indications and effects: Medrol benefits (anti-inflammatory, antiallergic, anti- 
) have been demonstrated in acute 
rheumatic carditis, made wackin asthma, hay fever and allergic dis- 
orders, d blood d , and ocular inflammatory disease involv- 
ing the posterior segment. 
Pr and Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief without developing such possible 
steroid side effects as gi weight gain or weight loss, 
edema, hypertension, acne, or emotional imbalance. 

As in all corticotherapy, however, there are certain cautions to be observed. 
The presence of diabetes, chronic psych 8, predispo- 
sition to thrombophlebitis, h congestive heart failure, renal insuf- 
Stone, or active tuberculosis n necessitates careful control in the use of steroids. 
Like all cor is, Medrol is dicated in patients with 
tuberculosis, peptic ulcer, acute psychoses, Cushing's synd , herpes simplex 


keratitis, vaccinia, or varicella. 
Medrol 


M d 
Each capsule contains : Medrol e U es 
(methylprednisolone) 2 mg. or 4 mg. 


Approximately 135 
tiny “doses” 

mean smoother steroid 
therapy 


Supplied in bottles of 30 and 100. 


THE UPJOHN COMPANY, KALAMAZOO, MICHIGAN 
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New Concepts in Retirement Homes 


LOIS LAMME 


THE TWIN PROBLEMS of care and housing for the 
elderly are exerting a marked effect on commu- 
nity planning and housing design. Many different 
new kinds of housing and living arrangements are 
being provided to help older people enjoy medi- 
cine’s gift of longer life. 

Because the retirement age segment of our 
population is growing much faster than the 
general population, special housing has become 
an individual industry. New emphasis will be 
added because the nation’s over-65 population is 
currently 16 million, growing at a rate of 1,100 
a day. Projected estimates indicate that by 1970 
there will be 20 million people in the over-65 age 
group; by 1980 they will constitute nearly 10 per 
cent of the nation’s population. 

Too much of the present housing is child- 
oriented, and there is an urgent need for modern 
retirement homes in many communities. 


Residential Apartment Houses 


One interesting solution to care and housing 
problems is the “total security approach” pro- 
vided by residential apartment houses which in- 
clude dining and recreational facilities, infirmary 
care and other essential services. 

Throughout the nation numerous projects of 
this kind are either now functioning, underway or 
being planned. Many of these units are being 
built by nonprofit groups such as churches, 
unions and fraternal organizations. Others are 
being built for profit. 

Variously referred to as lodges, manors or 
homes, these residential apartments offer benefits 
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Pacific Homes on the West Coast are prototypes of the high- 
rise (or multistory) cooperative apartment houses where life- 
time security may be purchased by older citizens. Shown here 
is the architect’s model of Wesley Palms, being constructed at 
Pacific Beach, Calif. 


that appeal to a growing portion of our popula- 
tion. Residents dispose of a large portion of their 
living problems when they move into one of these 
cooperative apartment houses. They purchase 
lifetime security, often at a fixed and irrevocable 
price termed a “care cost.’’ This is a sort of 
“‘break-even”’ charge that covers everything con- 
sidered overhead. It does not cover clothing and 
personal items. 

About half of these homes set the care cost by 
contract—and it never varies. In other cases this 
monthly charge is tied to the cost of living index. 
Actuaries record the experience patterns in these 
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Lederle— where innovation and improvement in immunizing agents is a tradition 


Lederle immunizing agents reflect the tradition of constant Antirabies Serum 
research to discover the new and improve the old. Acase in Rabies Vaccine 
point: Lederle Smallpox Vaccine is now produced from vac- _ Botulism Antitoxin 
cinia virus cultured in chick embryos—a radical change—for Catarrhalis Vaccines 
the better—from the older calf lymph technique. The result: | Cholera Vaccine 
an AVIANIZED® vaccine with lessened danger of excessive Diphtheria-Tetanus Toxoids 
scarring or secondary infection...asuperior vaccine forroutine | Gas Gangrene Antitoxin Polyvalent 
use...andfarmore quickly obtainable in quantitytomeetapub- _—Influenza Virus Vaccine Polyvalent 
lic health emergency...Other Lederle immunologic agents— | Mumps Vaccine 

Pertussis Vaccine 

Poliomyelitis Immune Globulin 

Rocky Mountain Spotted Fever Vaccine 

Staphylococcus Toxoid 

Tetanus Antitoxin 

Tetanus-Gas Gangrene Antitoxin 

Tetanus Toxoids 

TRI-IMMUNOL* Diphtheria-Tetanus 
g3 Toxoids and Pertussis Vaccine 
Typhoid-Paratyphoid Vaccine 
Typhus Vaccine 
POLLIGENS® Pollen Antigens Eastern 
POLLIGENS® Pollen Antigens Western 
Mixed Grasses 
Ragweed Combined 
Allergenic Extract Dust (House) 


Request complete information on indica- 
tions, dosage, precautions and contraindi- 
cations from your Lederle representative 
or write to Medical Advisory Department. 

*Trademark 
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LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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New Concepts 
in Retirement Homes 


homes and have had to revise the American 
standard table upward, as life expectancy con- 
tinues to lengthen. 


Pacific Homes Set Pattern 


The idea of residential apartment houses seems 
to have originated in the larger cities where land 
is at a premium. The idea of uniform fees based 
on the lifetime lease of a living unit and lifetime 
care was originated by the Methodist-sponsored 
Pacific Homes when its first branch, Claremont 
Manor, was developed at Claremont, Calif., in 
1949. Since that time Pacific Homes has estab- 
lished the Casa de Manana, La Jolla, Calif.; the 
Fredericka Manor, Chula Vista, Calif.; Desert 
Crest, Phoenix; Kingsley Manor, Los Angeles; 
Wesley Palms (under construction), Pacific 
Beach, Calif.; and Pohai Nani (under develop- 
ment), Honolulu, Hawaii. The Pacific Homes 
program includes full medical care, outside 
hospitalization and surgery. The homes operate 
their own medical facilities but residents go to 
general hospitals for surgery and some other 
forms of acute care. 

Managers of residential apartment houses 
point out that it costs less to live there than it 
does to maintain a home. Life care costs vary 
somewhat from home to home, but a typical ex- 
ample is provided by the Blue Hills Lodge being 
developed in Kansas City, Mo. Under this plan, 
the fee, which cannot be raised more than 10 per 
cent of the original charge during the lifetime of 
the member, starts at $1380 for occupants of 
smaller apartments and graduates upward to a 
top of $150 per month for the larger apartments. 
This covers food and food services, taxes, utili- 
ties, telephone service, insurance, depreciation, 
maintenance, decoration, housekeeping services, 
medical service and convalescent hospital care 
(including staff doctor, nurses and hospital 
room), counseling, recreation services, lodge en- 
tertainment and social events. 
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The cost of the lifetime leases also vary some- 
what from home to home. However, the new Blue 
Hills Lodge will serve as a typical example. The 
cost of the lease is based on the size of apartment 
desired. There are five basic styles of apartments, 
ranging in price from $9,000 to $24,500. Every 
suite has a private bath, a compact kitchen, pic- 
ture window, large closet space and fully carpeted 
floor. Residents furnish their own apartments to 
suit their tastes. Air conditioning and heat are 
individually controlled. 

Many homes in southern California operate 
entirely on a single payment plan, assuring the 
person care for the rest of his life. Rates at age 65 
average around $25,000 for this single payment 
which covers use of the quarters and complete 
medical care. 


Methods of Financing Homes 


One method of financing the residential apart- 
ment house is through a long-term FHA loan for 
about 50 per cent of the cost of the structure, the 
remaining 50 per cent covered by the lease cost to 
the individual. Most of the lodges or manors have 
been financed under this principle. Sponsors have 
had to get enough principal over and above their 
actual needs to actually assist them materially in 
paying back the first five-year payment on their 
loan. This is true because income is derived from 
resale of apartments when people die and with 
the increased longevity, mortality rates have 
been very, very low in the first few years of the 
home’s life. 

Mr. Fred Alexander, executive director of the 
Blue Hills Lodge, says that FHA-financed plans 
are in trouble. ‘Income from resale of apartments 
is usually not enough to offset the heavy repay- 
ments required by long-term, federally insured 
loans.” 

An alternate plan was adopted by the Blue 
Hills Lodge. Construction was not started until 
financing was available from the people who are 
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EFFECTIVE 
TREATMENT 
OF 
PSORIASIS 


Clinically tested, safe and effective RIASOL 
offers maximum assurance against recurrence 
and adverse reactions. 


RIASOL contains 0.45% Mercury chemically combined 
with soaps, 0.5% Phenol, and 0.75% Cresol. Available 


at pharmacies or direct in 4 and 8 fluid ounces. Write 
for professional sample and literature. 


Laboratories 


12850 MANSFIELD « DETROIT 27, MICHIGAN 
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New Concepts 
in Retirement Homes 


going to occupy the lodge. The first lifetime lease 
payments pay for the buildings and grounds. The 
lifetime leases that are paid in advance are known 
as “founders fees.’’ Six per cent interest is paid on 
the use of founders fees from the time of payment 
to the time of apartment occupancy. 

This arrangement precludes the payment of 
interest and other charges, and funds are chan- 
neled into a backlog of money for security pur- 
poses. The security program provided by the 
lodge would not be possible if long-term interest 
charges had to be paid. 


Inspiring Story of Willamette 


This plan of financing was originated by Clyde 
Mummery, administrator of Willamette View 
Manor in Portland, Ore. Mr. Mummery, a retired 
manufacturer who had been quite successful as a 
money raiser for local churches, was hired to sell 
apartments from a blueprint. He ran into trouble 
with the National Association of Methodist 
Hospitals and Homes, which did not agree with 


his contention that he could build a manor on 
founders fees alone and that it could be operated 


with good service at $100 a month per person. 

Mr. Mummery also lost the confidence of bank- 
ing circles in the community but proceeded, on 
his own, to sell apartments in the proposed 
manor. Within 60 days after the first shovelful of 
dirt was turned, all apartments were sold—indi- 
cating the need and demand for this type of re- 
tirement living. 

Thus was born the genius of the Mummery 
plan of financing, which is being taken up with 
variations by other residential apartment homes 
throughout the country. 

Willamette View Manor is corporation-owned 
and managed by a 20-man board of trustees who 
serve without compensation. Sponsorship of these 
plans varies. The founders of Blue Hills Lodge 
are successful local businessmen who were 
brought together by mutual religious association 
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and interest in making retirement the best years 
of life for older people. 

On the West Coast, Wesley Gardens, Bayview 
Manor and the units of Pacific Homes, Inc. are 
all church-sponsored but completely nonde- 
nominational. 

York House, a new apartment building in 
Philadelphia, is sponsored by the home for the 
Jewish aged. This building has rentals of $175 a 
month for a furnished one-room unit and $280 
(for a couple) for a furnished one-bedroom apart- 
ment. However, no initial fees are involved. 


Screening of Applicants 


Mr. Edward P. O’Rear, general manager of 
Pacific Homes, says that prospective residents of 
the apartments are carefully screened to deter- 
mine their compatibility. “We watch out for 
people who seem to be demanding and those who 
express negative attitudes toward life. Also we 
look for overtalkativeness. That usually is an 
indication of nervousness.” 


Willamette View Manor, located on a scenic site overlooking 
the Willamette River near Portland, Ore., became a model for 
the kind of retirement home plan in which the first lifetime 
leases pay for the cost of buildings and grounds, thus eliminat- 
ing long-term interest charges. 
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“prolonged performance”_ RENESE activity lasts for at 


least 24 hours on a single dose'— thus assuring convenient once-a-day dosage for most patients, 
every-other-day dosage for selected patients. With RENESE available as 1 mg., 2 mg., and 
4 mg. scored tablets, there is a once-a-day form for each and every patient — mild, moderate, 
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1. Ford, R. V.: Current Therap. Res. 3:320, July, 1961. 
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New Concepts 
in Retirement Homes 


Other homes, too, carefully screen every indi- 
vidual to determine whether or not he will fit into 
the social situation encountered in a retirement 
home. The homes keep confidential files on every 
resident. These generally include letters from the 
resident’s personal physician, as well as a com- 
plete financial statement. Everyone accepted 
must be in good health, of high moral character 
and financially able to pay for the program. 

One of the outstanding arrangements at the 
Willamette View Manor is the endowment fund 
for charity, which is in actual operation. One of 
the sources of income is from the founders them- 
selves who contribute to the fund in appreciation 
of the services they have received. The other 
source is from the resale of apartments when 
people die. The fund is wisely invested, and none 
of the principal will be spent. It is expected to 
grow by leaps and bounds, enabling the manor to 
take care of any members who outlive their 
pocketbooks and also enabling it to accept into 
the program people from the outside who are 
needy and worthy, some of whom can afford only 
partial payments and others who can pay noth- 
ing. 

Residents at the manor are from 29 different 
states, Canada and Australia. Their average age 
is 68. Their financial status varies considerably. 
Some continue to work in Portland and others 
operate small businesses in the manor. 


Health Care Given Prominence 


Health care is one of the basic concerns in this 
type of retirement living. Emergency medical aid 
and convalescent hospital service are provided. 
Residents have periodic medical check-ups and 
the services of a house physician and a complete 
staff of nurses. Meals are supervised by a trained 
dietitian. Good mental hygiene is given careful 
attention through consistent counseling and con- 
structive activity. Most homes’ medical services 
are coupled with extended hospital and surgical 
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insurance coverage to give complete protection. 

In a recent survey of all retirement homes on 
the Pacific Coast, it was learned that all of the 
homes recognize the need for having rooms adja- 
cent to the infirmaries for ambulatory patients 
who require some nursing care, but not full nurs- 
ing service. 

All the infirmaries generally are the same. The 
rooms are fitted with hospital beds, and each 
room, whether single, double or a ward, has a 
toilet and shower but no bath. Practically all 
have a nurses’ station and sterilizing and cleaning 
rooms. Willamette View Manor is the most elabo- 
rate, with its own pharmacy and x-ray room. All 
homes have resident nurses (registered or li- 
censed) on duty around the clock. 

This is the general pattern; however, the ex- 
tent of medical care does vary. In some homes 
nursing care only is provided. Willamette View 
Manor, however, is more typical, providing a 
doctor who has a regular clinic twice a week at 
the infirmary and is on call without charge other- 
wise. In addition, they have worked out an ex- 
cellent plan with the Oregon Medical Association 
whereby, for an additional premium of $9.00 a 
month, the resident may obtain optional cover- 
age including doctor and hospital service and all 
other expenses. 

The homes in southern California all provide 
complete medical care as a part of their programs, 
the fees being adjusted accordingly. The Norse 
Home has very successfully used its infirmary 
facilities as a general nursing home, taking in pa- 
tients from the outside. 

In the case of Wesley Gardens, Des Moines, 
Wash., the state medical association will not 
permit any of its members to be employed by the 
retirement home to treat patients. Therefore, 
each resident chooses his own physician and pays 
him. Residents take care of their own hospital ex- 
penses but usually they do not have to remain in 
a hospital long, as the home provides both con- 
valescent and terminal care. 
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TEMPOTRIAD offers a practical approach Available as a scored tablet or 
palatable fruit-flavored liquid. 


Each TEMPOTRIAD tablet or 5 
exhaustion in those patients where an cc liquid contains: d-Ampheta- 
mine sulfate 2.5 mg.; pentylen- 
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Consult literature and dosage 
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lift for the lethargic patient. quest before prescribing. 
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underlying pathology has been excluded. 
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New Concepts 
in Retirement Homes 


Whatever the arrangement, provision for a 
major medical care program is essential in the 
operation of any new retirement home. 


Many Recreational Pursuits 


Recreation and activity abound at the typical 
resident apartment home. The administrative 
staff or the residents make plans for each day so 
that diversion will be available when desired. The 
Blue Hills Lodge will have an eight-acre lake, 
miniature golf course, three-hole golf, putting 
greens, shuffleboard and other activities. Pro- 
vision will be made for the arts, crafts and hob- 
bies; there will be special areas for study and re- 
search, music rooms, lecture rooms and an area 
for movie projection and plays. A country club 
atmosphere is attained at these homes, yet each 
member is allowed to have as much privacy as his 
individual taste dictates. The Blue Hills Lodge 
site will enclose 12 acres of partially wooded ter- 
rain, orchards, vineyards, gardening area and 
formal gardens. 

Mr. G. C. Nickum, a retirement consultant, 
and a representative of the Episcopal Church 
who surveyed all of the West Coast homes, re- 
ported, “It is our feeling that a high-rise unit 
having all its facilities in a compact area sur- 
rounding a central elevator service has definite 
advantages from the standpoint of the comfort of 
the residents.” This is the style or architecture 
planned in many of these homes. 

There are also campus-type arrangements. 
Kingsley Manor, one of the Pacific Homes group, 
is one example. It occupies a five-acre site in 
Hollywood, Calif. There are 40 structures in 
which members live, including six major build- 
ings, seven cottages and other small houses and 
duplexes. 

Generally, these retirement homes are also 
built with nonskid flooring, no thresholds, fiat 
flooring at all entrances, hand rails in wide hall- 
ways, ramps with easy inclines wherever possible 
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These well-kept yards and attractive retirement homes are a 
part of the 10,000-acre Arizona retirement community of Sun 
City, near Phoenix. Other retirement homes are springing up 
in the “sunshine” states and some northern states. 


This “‘shop-lifter’’ tours the streets of Sun City, the retirement 
village near Phoenix, Ariz., transporting residents to and 
from the business and shopping centers, golf course, com- 
munity center and other activity points. 


(rather than stairs) and elevators to take mem- 
bers from one level to another. 

The physical and mental security, companion- 
ship, freedom from worry and burdens of man- 
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Few foods known to man provide a 
higher ratio of nutrient value to 
calories than do eggs. ; 


The quality of egg protein is a stand- 
ard against which the proteins of 
other foods are measured. 


The cholesterol and fatty acid con- 
tents of two eggs—traditionally a 
widely preferred breakfast—fit well 
into the daily diet, even when less- 
ened fat intake is recommended. 


The nutritional statements made in this adver- 
tisement have been reviewed by the Council on 
Foods and Nutrition of the American Medical 
Association and found consistent with current 
authoritative medical opinion. 


calories 


Because of their high nutrient 
value, their easy digestibility, com- 
patibility, and nutritional comple- 
mentation of other foods, eggs are 
included in the recommended die- 
tary* for many conditions in which 
diet adjustment is indicated. 


Eggs are listed in the daily rec- 
ommendations of nourishing 
liquid, restricted fiber, low sodium, 
restricted purine, low-calorie, and 
many other diets. 


*Recommended in the diet manuals 
of teaching institutions. 
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New Concepts 
in Retirement Homes 


aging a home that are offered in this kind of plan 
appeal to many people. The growing popularity 
of this type of retirement living is illustrated at 
Wesley Gardens, a Methodist-sponsored home at 
Des Moines, Wash. So many people applied for 
entrance to this home that a second home has 
been built, known as Wesley Terrace. Both homes 
will be under the same management, but each 
will have its own dining room, kitchen, infirmary, 
social hall and hobby shops. 

However, authorities in retirement housing 
emphasize that there is no one kind of housing 
that meets the needs of all elderly people. 


Retirement Towns Emerge 


Another major trend in this field is the retire- 
ment town. Sun City, near Phoenix, Ariz., has 
been a major success. This town, exclusively for 
retirees, was opened on January 1, 1960, by Del 
Webb, builder and part-owner of the New York 
Yankees. Mr. Webb had carried out a four-year 
research program to find out the kind of housing 
that retired people want and what they can af- 
ford. He decided that retired people often are un- 
comfortable around younger couples, that they 
want organized activities to keep them busy and 
that they want facilities to be ready when they 
move in. 

Sun City residents think of themselves as 
pioneers in a more or less classless community. 
They represent a wide variety of backgrounds 
and financial standing but all live in modest, 
basically similar, concrete-block houses. 

Sun City has been a fast-selling retirement 
town, and now Mr. Webb has plans for other Sun 
Cities in Florida and California. The Sun City 
residents have formed more than 30 clubs and 
make extensive use of recreation. 

Other retirement towns are springing up in the 
“sunshine” states of Florida, Arizona and Cali- 
fornia and in some northern states. A 1,100-house 
retirement community has been launched in 
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Woodburn, Ore., and Florida boasts a big retire- 
ment town, General Development’s Port Char- 
lotte. A nationwide network of realtors has been 
organized to comb the market for Port Charlotte 
prospects. 

In other cases, subdivisions of a city are de- 
voted to retirees. Certain other communities, 
already established, are now making a pitch for 
retired people to locate there. Smithville, Tex., 
and Columbus, N. M., are two examples. 

Unusual features are offered at some of the re- 
tirement communities. A cottage and apartment 
development in Duarte, Calif., includes a private 
lake stocked with rainbow trout. San Diego 
Geriatric Enterprises, a firm headed by a physi- 
cian, Dr. Lincoln W. Cromwell, operates a plush 
trailer park for the elderly. Two retired doctors 
help residents select the kind of activities that are 
suited to their physical capacities. 


Converted Hotels 


Converted hotels form another category of 
housing for the aged. One example is Mercy 
Manor, a Catholic home in Kansas City, Mo., 
which was the Drake Hotel for many years. Much 
future activity is expected in this area of housing. 

However, not all older people approve of segre- 
gation on the basis of age. Some prefer to be inte- 
grated in communities where elderly folks form 
the minority. 

Regardless of whether they prefer to live in re- 
tirement colonies or mixed in with younger fami- 
lies, the homes of older people need to be adapted 
to retirement living. According to an extensive 
study, 85 per cent of the people over 65 are living 
in homes too large for their needs or too costly to 
maintain. Many of these people want to retire to 
new households designed for their retirement. 

Housing authorities point out also that many 
aged persons, including some now needlessly 
housed in institutions, could lead happy, inde- 
pendent lives in a normal community environ- 
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works as fast as a liquid... adjusts 
pH to the safe 3.5-5.5 therapeutic 
range within seconds 


= sustains buffering action like a liquid 
... Maintains a physiologic pH for pro- 
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LIQUID ACTION WITH TABLET CONVENIENCE 


Now for the first time, your patients 
can enjoy liquid effectiveness with 
tablet convenience — and because 
“RIOPAN”’ is a swallow tablet, there is 
no taste fatigue...nor have side effects 
been a problem: no alkalinization—no 
acid rebound—no constipation—no 
diarrhea. 


*THE PHARMACOLOGIC BASIS FOR “RIOPAN” 
EFFECTIVENESS 


“RIOPAN”’ is an entirely new chemical 
entity in which two agents with well 
established antacid properties — mag- 
nesium and aluminum hydroxides—are 
united in a single molecule by a pat- 
ented process (U. S. Pat. 2,923,660). 
This chemical union makes possible a 
small, wafer-thin tablet that acts within 
seconds, providing therapeutic pH 
adjustment almost immediately. 


A NEW ADVANCE IN 
LIQUIDS, TOO... 
“RIOPAN” SUSPENSION 


‘“‘RIOPAN’’ Suspension offers a welcome 
taste change—refreshingly cool, clean 
mint flavor with no aftertaste — and 
predictable buffering action, almost 
immediately providing a uniform, 
physiologic pH range in both large and 
small amounts of HCI, even with vary- 
ing dosage. 
Dosage: 1 or 2 tablets swallowed with water 
as required, or 1 or 2 teaspoonfuls of suspen- 
sion with water as required; preferably be- 
tween meals and at bedtime. 
NOTE: In peptic ulcer, and whenever continu- 
ous control of acidity is desired, many clini- 
cians prefer to give antacid medication at 
hourly intervals throughout the day. 
Supplied: “RioPpAN” Tablets, No. 790 — Each 
tablet contains 400 mg. Monalium hydrate (hy- 
drated magnesium aluminate). Packages of 60 
and 500 in individual film strips of 10 tablets. 
“RIOPAN” Suspension, No. 906 — Each tea- 
spoonful contains 400 mg. Monalium hydrate 
(hydrated magnesium aluminate). Bottles of 
12 fluidounces. 
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New Concepts 
in Retirement Homes 


ment if some of the special features for the handi- 
capped were provided. 

Most of the housing for older people today is 
being initiated by public authorities or nonprofit 
organizations, although in the “sunshine’’ states 
like Florida and Arizona, private enterprise is 
active in the retirement market. Some authorities 
in the field predict that private industry, within 
a very short time, will be annually constructing 
as many as 250,000 sale and rental units for the 
elderly. 

The magazine House & Home states that the 
most neglected group in the housing field is the 
middle-income retirees (18 million people or 80 
per cent of the elderly population). State and 
federal governments are supporting thousands of 
units of low-rent public housing projects, but to 
qualify for occupancy, retired families must have 
small incomes—usually $1,500 or less annually. 
The lower-middle- and middle-income groups 
have assets and incomes that are too high for 
most public housing, yet often too low for much 
of the group-sponsored housing described in this 
article. 


New Designs in Houses 


For retired couples who wish to continue in 
single-family houses, there are new trends in de- 
sign, construction and location. The retirement 
house features safety, comfort and effortless living. 
Special consideration is given to such features as 
nonskid floors, wide hallways and doorways and 
storage areas that obviate bending and reaching. 
Just as important are the ease of housekeeping 
features, simple livability, location, relation to 
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community facilities and the relation to the re- 
tirees’ families. 

Two model homes for the aged have attracted 
a great deal of attention. One is the “Horizon” 
home, a functional home for easier living created 
by Joseph Rosati, builder of Florida Retirement 
Village and more than 5,000 homes in the St. 
Petersburg area. This home incorporated 10 
years of research in its design and services. Dr. 
Howard A. Rusk, director of the Institute of 
Physical Medicine and Rehabilitation at New 
York Medical Center, and his staff served as con- 
sultants for the “Horizon” home. 

The House of Freedom was opened at the 
White House Conference on Aging, January 
9-12, 1961. The primary purpose of this home 
was to focus public attention on the need for 
greater research and accomplishment in retire- 
ment housing. It was built by the National Re- 
tired Teachers Association, American Association 
of Retired Persons and the Douglas Fir Plywood 
Association. It incorporated many safety and 
convenience features and ample provision for en- 
joyment of hobbies and recreation. 

“‘... We may find that paying attention to the 
needs of the elderly might result in good housing 
for all of us,” says Alexander Kira, assistant 
director of housing research at Cornell. 

Dr. Edward L. Bortz, Philadelphia, president 
of the American Geriatric Society, protests that 
“the retirement curse is an example of the social 
structure not keeping pace with science.’”’ How- 
ever, many people today are becoming concerned 
with providing for the basic needs of the elderly. 
These new concepts in housing are part of this 
great sociologic movement. 
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Dermatology. Diagnosis and Treatment. 

2nd ed. By Marion B. Sulzberger, M.D., and others. Pp. 

615. Price, $14. Year Book Medical Publishers, Inc., 

Chicago, 1961. 

UNLIKE TEXTBOOKS which exist primarily for elab- 
oration of diagnosis, this standby in dermatology 
has always emphasized details of practical therapy. 
It is a readable, well-illustrated book and I highly 
recommend it. 

Of special interest are the black-and-white illustra- 
tions showing practical aspects of therapy. These are 
extremely valuable to general practitioners as this 
phase of dermatology is often neglected in the train- 
ing of physicians (they simply do not get their hands 
on dressings applied to patients; this is left to nurses 
and attendants). So, when the physician in office 
practice needs to recommend local treatment, this 
book will be useful to him. 

The first edition of Dermatology was popular and 
the second edition, with its necessary revisions and 
its important inclusion of otitis externa, is indeed 
welcome. The hope is that the physician will have 
time to read a particular section before he discusses 
therapy with the patient. Often the correct use of 
local treatment spells the difference between success 
and failure in therapy of skin lesions. 

—LEON GOLDMAN, M.D. 


Meaning and Methods of Diagnosis in Clinica! Psychiatry. 
By Thomas A. Loftus, M.D. Pp. 170. Price, $5. Lea & 
Febiger, Philadelphia, 1960. 

THIS IS a good book for anyone interested in how to 

do psychiatric examinations and how to arrive at 

diagnoses from the results. 

Differential diagnosis is well covered in tabular 
form, which makes comparison easy. Case histories 
are also presented in tables and are followed by ex- 
planations of the material elicited and of the best 
ways to obtain essential information. Many con- 
troversial diagnoses are clarified in a discussion of 
referential and statistical terminology. 

The last chapter includes a self-testing examina- 
tion, with questions aimed at the essential signs and 
symptoms of psychopathology. Diagnoses are sug- 
gested. The answers are accompanied with a dis- 
cussion of prognosis and actual results in most cases. 
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I recommend this book for general practitioners, 
students, interns and residents. It is an excellent 
source of both teaching and reference material. 

— MARJORIE E. CONRAD, M.D. 


Management of Fractures, Dislocations and Sprains. 
7th ed. By H. Earle Conwell, M.D. and Fred C. Reynolds, 
M.D. Pp. 1152. Price, $27. C. V. Mosby Company, St. 
Louis, 1961. 


IN THE SHORT TIME I have had this boek, I have 
found myself going back to it again and again. It is 
one of the finest texts on orthopedic problems I have 
ever seen. Emphasis is placed on sound methods of 
treatment. The illustrations are excellent. Recent 
revision has eliminated material on obsolete pro- 
cedures and has added discussions of up-to-date 
management of facial injuries and choice of anes- 
thesia in injuries to extremities. The chapter on hand 
injuries is particularly fine. 

The general practitioner doing industrial work will 
find this book a real gem. I do not hesitate to recom- 
mend it to every family physician. 

—H. E. DRILL, M.D. 


Diseases and Industrial Medicine. 

By Rutherford T. Johnstone, M.D. and Seward E. Miller, 

M.D. Pp. 482. Price, $12. W. B. Saunders Company, 

Philadelphia, 1960. 

INDUSTRIAL MEDICINE—more properly recognized as 
occupational medicine, surgery and hygiene—had 
its humble beginning in the mid-17th century. Today 
this relatively specialized form of medical practice 
has extended far beyond earlier concepts. 

Management is vitally interested in production; 
society shows a kindred interest in worker protection. 
Laws regulate procedure and safety, fixing responsi- 
bilities and determining limits of compensation. With 
scientific and economic advances, management, labor 
and physicians all play major roles in total produc- 
tivity. 

Occupational Diseases in Industrial Medicine will 
be appreciated by most physicians, whether or not 
they are in full-time industrial practice. This book, 
broad in scope, is delightfully easy to read. It should 
make practicing physicians feel more familiar with 
this type of medical care, which recently has had 
“board” acceptance. — ALBERT E. RITT, M.D. 


193 


Sleepers 


Coma, that closely resembles normal sleep, with the 
patient breathing quietly but slowly, may be due to a 
tumor of the posterior fossa. Restless and uneasy sleep 
frem which patients ean be partially aroused is some- 
times due to a lesion in the region of the hypothalamus. 
On an expedition to Greenland, men were allowed to 
sleep whenever and as long as they wished every day for 
two years. In the entire group, the average time spent 
daily in sleep was seven and nine-tenths hours per person. 
* ok * 
In weightlessness studies, a uuman subject was immersed 
in a tub of water for seven days except for one hour of 
testing a day. He required little sleep — only about one 
hour out of each twenty-four. His sleep was generally 
light, occasionally moderate, with a few periods of deep 
sleep lasting only from ten to twenty seconds at a time. 
+ * * 
If a sound, dependable sleep—without lethargy—is what 
your patient needs, prescribe Lotusate®. This somnifa- 
cient brings sleep in from fifteen to thirty minutes — 
sleep that lasts for from six to eight hours. Patients 
awaken refreshed, without lethargy. Lotusate comes in 
the form of slender purple Caplets®, a welcome change 
for the capsule-weary patient. 
Lotusate, intermediate-acting barbiturate, is available 
in Caplets of 120 mg. (2 grains) for insomnia. Dose: 1 
Caplet from fifteen to thirty minutes before retiring. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U. S. Pat. Off. 
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Practitioner’s Bookshelf 


Cutaneous Manifestations of the Reticuloendothelial 
Granulomas. 

Edited by Samuel M. Bluefarb, M.D. Pp. 442. Price, 

$14.50. Charles C Thomas, Springfield, Ill., 1960. 
THIS IS the fourth in a series of monographs on the 
cutaneous manifestations of diseases of the reticulo- 
endothelial system. 

Dr. Frederick Urbach has written the section on 
lipidoses, which includes a discussion of fat and 
cholesterol metabolism. Dr. Bluefarb, the editor, 
covers systemic reticuloendothelial granulomas and 
gives a lucid explanation of these relatively rare dis- 
eases. Based almost exclusively on his own experi- 
ences, the presentation is exceptional. 

Drs. Harold L. Israel, Herman Beerman and 
Maurice Sones deal adequately with sarcoidosis, the 
most common disease covered in the monograph. 
Mastocytosis and the mast cells are discussed by 
Drs. Felix Sagher and Zvi Even-Paz. (The most 
common type of mastocytosis is perhaps better 
known as urticaria pigmentosa.) An extensive bib- 
liography accompanies each section. 

I unreservedly recommend this monograph as a 
reference manual for any student, practicing physi- 
cian or research worker. It is unusual to find such 
continuously high quality in a work requiring collab- 
oration. — RICHARD R. CHAMBERLAIN, M.D. 


Biochemical Values in Clinical Medicine. 
By Robert Duncan Eastham, M.D. Pp. 444. Price, $3.75. 
Williams & Wilkins Company, Baltimore, 1960. 

IN HIS PREFACE, the author states that he has tried 

to provide an accurate summary of ways in which 

physiologic conditions affect biochemical test results. 

It is obvious that he has succeeded very well. So 

many tests are available as diagnostic aids that a 

reference book of this type is necessary for the prac- 

ticing physician. 

The exact indications for the test and the abnor- 
malities noted in specific diseases are listed for each 
test. The normal value, the physiologic variations 
and the changes occurring in specific pathologic 
states are also given. 

This is a valuable reference book for the busy 
physician. An added advantage is that it is small and 
can easily be carried in a pocket. 

— ARTHUR C. DEGRAFF, M.D. 
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Outline of Pathology. 

By John H. Manhold, Jr., D.M.D. and Theodore E. Bolden, 

p.p.s. Pp. 294. Price, $4.75. W. B. Saunders Company, 

Philadelphia, 1960. 

IN WRITING this outline as a study or review aid, the 
authors have followed a “middle of the road” 
approach, one neither too verbose nor too abridged. 

Each chapter is prefaced with enough pertinent 
material to make subsequent description logically 
succeed it. Pathologic processes are clarified in terms 
of “regressive changes,” “‘circulatory changes,”’ ‘“‘in- 
flammation and repair,” ‘deficiency diseases’ and 
“disturbances of growth.” 

All the major systems of the body are described, as 
well as the sensory organs of sight, hearing, smell, 
taste and the over-all body covering, the skin. The 
book will serve as an up-to-date facility for every 
physician. —ALBERT E. RITT, M.D. 


Man and His Body. 

By Benjamin F. Miller, M.p. and Ruth Goode. Pp. 375. 

Price, $5.95. Simon and Schuster, New York, 1960. 
THIS BOOK gives an excellent description of the 
structure and mechanism of each part of the human 
body. The text is divided into six parts. The first 
section considers the body as a complete unit, start- 
ing with the single cell structure and describing the 
changes that take place until it progresses to the 
human being with 30 trillion cells. 

The second part discusses the organs and systems, 
with an especially detailed outline of the blood sys- 
tem. Chapters in the third section deal with the 
formation of cells, their functions, transformation 
and water balance. The fourth part covers the en- 
docrine glands, cycles of growth and the biologic love 
story. The fifth section discusses the nervous system, 
the senses and the evolution and function of the 
brain. The final portion tells how each of us is dif- 
ferent and predicts the possibility of future devel- 
opments. 

The book is well written, easy to read and most 
enjoyable because it brings out many facts which we 
know and some which we have forgotten or have 
never known. I recommend it highly to all physicians 
because it coordinates our thinking on the human 
being as a whole, which is indeed one of God’s 
greatest miracles. —A. J. FRANZI, M.D. 
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sleep 


Lotusate 


Brand of 


The lotus flower brought comfort to Zeus, the most 
powerful of the Greek gods. Lotusate, dependable som- 
nifacient, brings comforting sleep to patients troubled 
by insomnia. 

Lotusate stops insomnia and brings needed sleep —with- 
out lethargy. An intermediate-acting barbiturate, it 
induces sleep in from fifteen to thirty minutes — sleep 
that lasts a natural span of from six to eight hours. The 
unique appearance of slender, purple Lotusate Caplets® 
will be a gratifying change for capsule-weary patients. 
A couch fit for the gods may not bring sleep, but Lotusate 
will — to hospital patients, travelers, driving, energetic 
business men and women, and to anyone else in need 
of sleep. 


Brings sleep—without lethargy 


Lotusate is available in purple Caplets of 120 mg. (2 
grains) for insomnia. Dose: 1 Caplet from fifteen to 
thirty minutes before retiring. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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Trademarked 
drugs... 


In the field of medicine, as almost everywhere else in a free economy, 
the trademark concept has evolved over the years. As with most 
human institutions, there are some who may not consider it ideal; 
but it has brought about three signal benefits: 


To the physician it gives assurance of quality in the drugs he 
prescribes—assurance backed by the biggest asset of the maker, 
his reputation. 

To the manufacturer it gives one of the greatest possible incen- 
tives to produce new and better curative agents. 

To the pharmacist it gives preparations which he can dispense 
with confidence. 


If trademarks are done away with, a whole new setup must be created: 


1. An enormously expanded, expensive system of government 
quality control. 

2. A new system of generic nomenclature which would magi- 
cally turn out names not only rememberably simple, but also 
conforming to the principles of complex chemical terminology. 
3. Something new to fill the gap left by the elimination of the 
trademark incentive to produce new and better drugs. 


The American system has been pre-eminent in producing and distrib- 
uting good medicines. Above all it has been successful in creating 
new advances in therapy. In a dubious effort to provide cheaper 
medicines by abolishing the trade names upon which the responsible 
makers stake their reputations, let us beware of sacrificing this success. 


This message is brought to you on behalf of the producers of prescription 
drugs to help you answer your patients’ questions on this current medical 
topic. For additional information, please write Pharmaceutical Manufacturers 
Association, 1411 K Street, N. W., Washington 5, D.C. 


or “drugs 
anonymous’! 
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Practitioner’s Bookshelf 


Surgical Urology. 
2nd ed. By R. H. Flocks, M.p. and David Culp, M.p. Pp. 
441. Price, $10.50. Year Book Medical Publishers, Inc., 
Chicago, 1961. 

THIS HANDBOOK of surgical urology is divided into 11 

sections, each describing procedures referable to a 

part of the urinary tract. Extraneous material has 

been omitted and very little on diagnosis is included. 

However, indications, operations, complications and 

postoperative care are completely covered. 

One of the book’s outstanding features is the 126 
detailed illustrations of all the surgical procedures. 
The text is well written and concise. 

This book is a must for any physician who does 
urology. — MALCOLM E. PHELPS, M.D. 


Surgical Diseases of the Pancreas. 
By John M. Howard, M.D. and George L. Jordan, Jr., 
M.D. Pp. 588. Price, $20. J. B. Lippincott Company, 
Philadelphia, 1960. 

Surgical Diseases of the Pancreas covers both the 

medical and the surgical management of pancreatic 

disease, although emphasis is on surgical considera- 
tions. 

The authors have written the major portion of the 
text but a number of chapters have been contributed. 
The chapter on hyperinsulinism and islet cell tumors 
of the pancreas, by Drs. Moss and Rhoads, is exem- 
plary. Dr. Ellison (of the Zollinger-Ellison syndrome) 
has written the chapter on ulcerogenic tumors of 
the pancreas. The observations and experience of 
each author are presented against a background of 
information from the entire literature. One notable 
exception is the discussion of pancreatitis, in which 
the author fails to mention the pioneer work of 
Doubilet and Mulholland. 

Included are chapters on the diagnosis and man- 
agement of specific diseases and sections on the sur- 
gical anatomy, embryologic development and con- 
genital anomalies of the pancreas, as well as the 
Physiologic aspects of pancreatic secretion. 

The book should serve as a valuable reference 
source for problems in treatment of pancreatic dis- 
eases, exclusive of diabetes. The nature of the subject 
makes the book interesting and helpful to physicians 
in nearly all phases of medicine. 

—HOwARD C. BARON, M.D. 
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Practitioner’s Bookshelf 


The Case Reports and Autopsy Records of Ambroise Pare. 
Edited by Wallace B. Hamby, M.D. Pp. 214. Price, $6.50. 
Charles C Thomas, Springfield, Ill., 1960. 

THE NAME of Ambroise Paré immediately conjures 
up the image of a kindly, devout, skillful surgeon 
who became famous in the internecine wars of 16th- 
century France—the familiar of kings and noblemen, 
who humbly responded to praise of his skill with the 
remark, “I only dress the wounds, my sire; it is God 
who heals them.” 

We no longer subscribe to the theories of pathology 
and physiology extant in those days but Paré’s 
genius in treating the injuries and wounds he saw is 
still admirable. Paré’s curriculum vitae is appealing 
in another way, for he is an example of the typical 
Horatio Alger hero—‘“‘poor boy makes good”’—in a 
day when the odds were heavily stacked against such 
an accomplishment. Paré not only won renown for 
his techniques but also opened the door for aspirants 
who lacked a scholarly education, in which Latin was 
the medium of intercourse. He wrote his experiences 
in French; all other medical texts were in Latin. 
Breaking the language barrier did as much as his 
personal observations to advance the cause of 
surgery. 

Until this translation by Dr. Hamby, every avail- 
able English text was muddied by irrelevant theory. 
This book is cleanly incisive. In a series of concise 
reports, Paré describes the history of injury, the 
essential physical findings, his treatment and the 
course of illness. The accounts are sometimes humor- 
ous, sometimes macabre and always fascinating. 
They reveal the hazards of medieval life, Paré’s keen 
powers of observation and deduction and his inti- 
mate knowledge of existing texts from Galen and 
Hippocrates to the French and Italian schools. 

Paré tells how his surgery resulted in the convic- 
tion of a murderer. While two Englishmen were tak- 
ing a walk in the woods, one attacked his companion 
to rob him, cutting his throat and leaving him appar- 
ently dead in the bushes. The victim was discovered 
still alive but with branches of one jugular vein, the 
carotid artery, the trachea, the esophagus and part 
of the brachial plexus severed. Paré could not reunite 
the esophagus but sutured the trachea and con- 
trolled the bleeding. The previously speechless victim 
was then able to name his assailant. Although the 
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* A lifetime income guaranteed by the 
CONNECTICUT GENERAL LIFE INSUR- 
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approved 
by the Congress 
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Practitioner’s Bookshelf , Sixth Hahnemann 
Siu. Symposium 

PSYCHOSOMATIC 

MEDICINE 


Diagnosis and 
Pathogenesis 


Pharmacology 
Therapeutic Methods 


Management of 
Specific Conditions 


...an extensive consideration of the func- 
tional aspects of medicine for the general 
practitioner, internist and psychiatrist with 
special emphasis on the ambulatory patient. 
Psychoanalysis, psychotherapy and drugs 
are compared in management of these 
patients. 


victim died in four days, the murderer was appre- 
hended and executed as a result of Paré’s surgery 
which restored the wounded man’s voice. 

Paré records several cases of powder burns and 
one of burns from boiling oil which healed without 
yesiculation owing to application of a paste of 
minced raw onion and a little salt. Control areas in 
each case, treated in the conventional manner, blis- @ December 10 to 14, 1961 
tered and scarred. i, 

This translation is derived from Malgaigne’s Jona Fi 
Oeuvres Complétés of 1840 but Dr. Hamby consulted 
other texts as well and has annotated his book HAHNEMANN 
extensively to identify the places, events and char- MEDICAL COLLEGE 
acters by Paré. index it AND HOSPITAL 
classifies not only types of lesions but also therapies, p ; 
famous battles and important individuals. 

The result is a jewel box of medical anecdotes il- 
luminating one of the great turning points in the 
history of surgery. The book is a little treasure for 


the shelves of the literate physician. .“ be Can we 


—DANIEL M. ROGERS, M.D. / measure the 
patient’s 
comfort? 


Aero-Space Medicine. 

Edited by Maj. Gen. Harry G. Armstrong, USAF (Ret.). 

Pp. 633: Price, $18. Williams & Wilkins Company, Bal- 

timore, 1961. 

THIS BOOK comprehensively covers the new specialty 
of aerospace medicine. Edited by the former surgeon 
general of the U.S. Air Force, the book begins with 
the history of aerospace medicine, then outlines gen- 
eral physical examination of flyers and diseases asso- 
ciated with flight. Among the disorders discussed are 
altitude sickness, aerotitis media, decompression 
sickness, air sickness, vertigo, effects of acceleration 
and acoustic energy, effects of temperature and 
neuropsychiatric disorders. The concluding chapter 
deals with atmospheres of the various planets. 

Although the book was written primarily for the 
student and the practitioner of aerospace medicine, 
it is an excellent reference book for the general physi- 
cian and the aeronautical engineer. It is particularly 
valuable for the flight surgeon and the airline phy- 
sician. 

The book is well written and amply illustrated 
with charts, graphs and photographs. It fills a definite 
heed in the specialty of aerospace medicine. 

—JAMES P. JOBE, M.D. 
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Not objectively, as 
intraocular pressure can be 
measured with a tonometer. 


The higher level of relief 
reported with this new 
corticosteroid is a subjective 
thing that must be seen, by 
you, in your own patients. 


Alphadrol 
| 


See page 77 for description, 
indications, dosage, precautions, 
side effects, and how supplied. 


The Upjohn Company, Kalamazoo, Michigan 
COPYRIGHT 1961, THE UPJOHN COMPANY AUGUST, 1962 
TRADEMARK, REG. U. S. PAT. OFF.— 
FLUPREONISOLONE, UPJOHN 
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NEW 


Dimetapp Extentabs 


let your sinusitis, allergy and U.R.I. patients breathe easier! 


pimetape Extentabs contain Dimetane®(parabromdylamine [brompheniraminel maleate) 12 mg,, 
phenylephrine HCl 15 mg., and phenylpropanolamine HCI 15 mg., a proved antihistamine and two 
outstanding decongestants. The dependable Extentab form provides sustained relief from the 
stuffiness, drip and congestion of sinusitis, colds and U.R.1. for 10-12 hours with a single dose. 


A. H. ROBINS CO., INC. A@=3— RICHMOND 20, VIRGINIA 
MAKING TODAY’S MEDICINES WITH INTEGRITY @ieagy SEEKING TOMORROW'S WITH PERSISTENCE 
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Practitioner’s Bookshelf 


Also Received 


ALTHOUGH GP endeavors to publish as many reviews 
Of books as possible, space will not permit the review 
of all books received from publishers. 


The Catarrhal Child. 
By John Fry, M.D. Pp. 131. Price, $5. Butterworth Inc., 
London, 1961. 


Chemistry of Digestive Diseases. 
By John R. Gamble, M.p. and Dwight L. Wilbur, M.D. 
Pp. 120. Price, $4.50. Charles C Thomas, Springfield, Ill., 
1961. 


The Physiology of Emotions. 
Edited by Alexander Simon, M.D., Charles Herbert, M.D. 
and Ruth Straus. Pp. 248. Price, $8.50. Charles C 
Thomas, Springfield, Ill., 1961. 


Teaching the Educable Mentally Retarded. 
By Malinda Dean Garton, A.M. Pp. 233. Price, $7.50. 
Charles C Thomas, Springfield, Ill., 1961. 


Theory of Shoulder Mechanism. 
By A. K. Saha, mM. CH. ORTH. Pp. 107. Price, $5.50. 
Charles C Thomas, Springfield, Ill., 1961. 


Traumatic Lesions of Peripheral Vessels. 
By Carl W. Hughes, M.D. and Warner F. Bowers, M.D. 
Pp. 197. Price, $8. Charles C Thomas, Springfield, Iil., 
1961. 


Introduction to Medical Physics. 
By J. Trygve Jensen, E.D.D. Pp. 240. Price, $2.90. J. B. 
Lippincott Company, Philadelphia, 1960. 


An Introduction to Social Psychiatry. 
By Alexander H. Leighton, M.D. Pp. 110. Price, $4.75. 
Charles C Thomas, Springfield, Ill., 1960. 


Light Coagulation. 
By Gerd Meyer-Schwickerath, M.D. Translated by Stephen 
M. Drance, M.B. Pp. 114. Price, $9.50. C. V. Mosby 
Company, St. Louis, 1960. 


Medical-Surgical Nursing. 
2nd ed. By Kathleen N. Shafer, R.N. and others. Pp. 876. 
Price, $8.75. C. V. Mosby Company, St. Louis, 1961. 


Nerve Endings in Normal and Pathologic Skin. 
By R. K. Windelmann, M.D. Pp. 195. Price, $7.50. 
Charles C Thomas, Springfield, Ill., 1960. 


No Miracles Among Friends. 
By Sir Heneage Ogilvie. Pp. 176. Price, $4.50. Charles C 
Thomas, Springfield, Ill., 1960. 


The Person Symbol in Clinical Medicine. 
By Robert Cohn, M.D. Pp. 196. Price, $10. Charles C 
Thomas, Springfield, IUl., 1960. 
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Practical, clinical advice on 
skin diseases of children 


from the noted authority, 
Morris Leider, M.D. 


Just Published! New 2nd Edition 


PRACTICAL PEDIATRIC 
DERMATOLOGY 


Here you can find practical answers to your questions re- 
garding the etiology, diagnosis and treatment of unfamiliar 
dermatoses in children in normal daily practice. This new 
2nd edition of Dr. Morris Leider’s popular book is a 
synthesis of his personal approach to the practical and 
clinical management of skin diseases in infants and children 
encountered in routine daily practice. It stresses the 
systemic dermatology of these ordinary diseases and dis- 
cusses the fundamentals of dermatologic diagnosis and 
treatment. With clear-cut language in a sparkling presen- 
tation, the author has skillfully woven the most up-to-date 
theory of modern dermatology into a feasible guide for rec- 
ognizing and managing all of the common cutaneous lesions 
of infancy and childhood. 


This up-to-date new edition features more than 40 easy-to- 
use quick reference tables as well as an “Annotated Formu- 
lary of 101 Useful Dermatologic Preparations for Topical 
Application.” In addition, it presents important new material 
on griseofulvin therapy of superficial fungous infections and 
a new highly effective therapy for plantar warts. 


By MORRIS LEIDER, M.D. Published September 1961. 2nd edition, 437 pages, 
"x 9%", 280 photographs, 15 drawings. Price, $13.75. 


Order on 30 Day Approval from 
i The Cc. V. MOSBY Company 


3207 Washington Boulevard, St. Louis 3, Missouri 

| accept your offer to exumine a copy of the new 2nd edition of Leider, 
| PRACTICAL PEDIATRIC DERMATOLOGY, priced at $13.75, on 30 day | 
| approval without charge or obligation. | understand that a remittance | 
with this order will save the mailing charge. | 
l OD Bill me 0 Payment enclosed | 
| | 
Addres: 


| ov. Zone __ State 
| This 30 day approval offer limited to the continental U. S. only. 
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OPTIMUM NUTRITION —Pro- 
viding all the normal dietary 
requirements plus a reserve 
for stress situations, while 
avoiding the hazards of ex- 
cessive amounts of individual 
nutrients. 


REFERENCES: Jeans & Mar- 
riot: Infant Nutrition, Ed. 4, 
Mosby (1947) » Adam, Doris 
J.D., et al: J. Nutrition 66:555 
(1958) + Hansen, A.E., et al: 
J. Nutrition 66:565 (1958) 
+ Recommended Dietary 
Allowances, NAS-NRC Publ. 
589 (1958) U.S.P.H.S. Miik 
Code, Federal Security 
Agency Publ. 220 (1953) 


This 
babies against butterfat intolerance 


COMPLETE | formula protects your 


@ assures optimal caloric efficiency 
maintains skin integrity 
@ eliminates sour odor 


These advantages in Baker’s Modified Milk result from complete butterfat 
replacement with controlled amounts of coconut and corn oils. 


Since the infant’s health depends upon total adequacy of his diet, Baker's 
Modified Milk also provides an optimum protein level (3.7 gms/kg of body 
weight/day), 7% carbohydrate as multiple sugars, and the Recommended 
Daily Allowances of vitamins and iron. 


That is why more and more physicians, and hospitals, specify Baker's 
Modified Milk. It is complete...at low cost per feeding. Made only from 
Grade A Milk—liquid or powder. 


Bakers MODIFICD. MILK 


is scientifically formulated to duplicate the nutritional results of human milk. 


THE BAKER LABORATORIES, INC. * Cleveland 15, Ohio 
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BRIEF BASIC INFORMATION 


FOR THE 4 OUT OF 10 


PATIENTS WITH NO 
DEMONSTRABLE PATHOLOGY' 


CONSIDER 


They may come to you only with a complaint of early 
; morning insomnia or headache or loss of weight. 

5 By probing, you may elicit other symptoms, such as 
anorexia, chronic fatigue, apathy, inability to 
concentrate, moodiness, and disinterest in 

everyday activities. But if yours is a typical 

practice, you have probably found that careful 

\ examination of such patients often reveals no 

\ somatic pathology. Gradually, the pattern of 


\ depressive disorders emerges. 


-—" While tranquilizers may be indicated in some of these 
Ye patients, many of them are candidates for the simple 
psychomotor stimulating effect of Monase. 
Tests in more than 4,000 patients justify the 
expectation that Monase will enable many of these 


patients to sleep better, eat better, and feel better. 


+Estimated average in general practice 
*Trademark, Reg. U.S. Pat. Off. — brand of etryptamine acetate 


Description: Monase is etryptamine acetate, a unique non-hydrazi 
compound, developed in the Research Laboratories of The Upana 
Company. 

Indications: Various depressive states: psychoneurotic depressive re- 
actions; psychiatric disorders with prominent depressive symptoms or 
features: transient situational with 
depressive features; manic-di in- 
volutional psychotic reactions with de- 
pressed reactions. 


Dosage: 30 mg. daily in divided doses. Initial benefit may be observed 
within 2 to 3 days, but maximum results may not be apparent until after 
2 or more weeks. Adjustment of dose to individual response should be 
effected in increments or decrements of 15 mg. daily at weekly intervals. 
The daily maintenance dose ranges between 15 and 45 mg. In schizo- 
phrenics, 30 mg. daily may be useful as an adjunct in activating these 
patients or brightening their mood. 


Contraindications and Precautions: There are no known absolute con- 
traindications to Monase therapy. However, the drug should be used with 
caution in schizoid or schizophrenic patients, paranoids, and in patients 
with intense anxiety, as it may contribute to the activation of a latent or 
incipient psychotic process. Patients with suicidal tendencies should be 
kept under careful observation during Monase therapy until such time as 
the self-destructive tendencies are brought under control. 

Patients who are on concomitant antihypertensive therapy should be 
watched carefully for possible potentiation of hypotensive effects. Added 
caution should be employed in patients with-cardiovascular disease in 
view of the occasional occurrence of postura! hypotension, and the pos- 
sibility of increased activity as a result of a feeling of increased well being. 

Despite the fact that liver damage or blood dyscrasias have not been 
reported in patients receiving Monase, as is the case with any new drug, 
patients should be carefully observed for the development of these com- 


‘plications. Monase should probably not be used in patients with a history 
of liver disease or abnormal liver function tests. Also, the usual pre- 
cautions should be employed in patients with impaired renal function, 
since it is possible that cumulative effects may occur in such patients. 
Monase should be employed with caution in patients with epilepsy 
since the possibility exists that the epileptic state may be aggravat 
Also, because of its autonomic effects, therapy with Monase may ag- 
gravate glaucoma or may produce urinary retention. Monase must not be 
administered concomitantly with imipramine. In patients receiving 
Monase, caution should be employed in administering the following 
agents or related compounds in view of possible lowering of the margin 
of safety: meperidine, local anesthetics (procaine, cocaine, etc.), phenyl- 
ephrine, amphetamine, alcohol, ether, barbiturates or histamine. 
Toxicity and Side Effects: The side effects observed in patients on 
Monase therapy, in general, have been mild and easily managed by 
symptomatic therapy or dose reduction. If such side effects persist or are 
severe, the drug should be discontinued. Alterations in blood pressure, 
usually in the form of postural hypotension, or more rarely, an eleva- 
tion of blood pressure, have been reported. Other side effects include 
allergic skin reactions and drug fever and those that appear to be dose 
related since they are more likely to occu. when the daily dose exceeds 
60 mg. These are nausea and gastrointestinal upset, headache, vertigo, 
palpitation, dryness of the mouth, blurred vision, over-stimulation of the 
central nervous system, restlessness, insomnia, paradoxical somnolence 
and fatigue, muscle weakness, edema, and sweating. Following sudden 
withdrawal of medication in patients receiving high doses for a pro- 


longed period, there may occur a “rebound” with- 
drawal effect which is characterized by headache, ° 
Upjohn 


central nervous system hyperstimulation and occa- 
sionally hallucinations. 

Supplied: Monase, compressed tablets, 15 mg., in 
bottles of 100 and 500. 


November 1961 


| 
f 
CP 223 


AN ACADEMY OFFICER’S PROFILE... 


Talented North Carolinian 
Tapped for Board Duty 


THE THIRD NEW MEMBER of the Academy’s 
Board of Directors is a native North Carolinian, 
Dr. Amos N. Johnson, who is not new to the 
field of medical leadership. He has served the 
Academy, the North Carolina chapter, American 
Medical Association, the Medical Society of the 
State of North Carolina and its affiliate societies 
in many and various roles. 

Dr. Johnson was born in Garland, N.C., June 
5, 1908, to Mary Lily Wright and Jefferson 
Deems Johnson. Following his graduation from 
the Blue Ridge Preparatory School, Dr. Johnson 
went to Duke University, where he achieved the 
presidency of the student body. He received his 
A.B. from Duke in 1929 and proceeded to the 
University of North Carolina to study medicine. 
After two years at North Carolina, he transferred 
to the University of Pennsylvania, where he re- 
ceived his M.D. degree in 1933. 

A year’s internship at Jackson Memorial Hos- 
pital, Miami, Fla., preceded the opening of a 
general practice in Garland in 1934. 

Dr. Johnson began his medical activities with 
the North Carolina chapter as a member of its 
Commission on Education, a position he main- 
tained for 10 years. After serving as chairman of 
the commission, he became president of the 
chapter and is now a member of its Board of 
Directors. 

Not limiting his activities to the Academy, Dr. 
Johnson has been president of the Sampson 
County Medical Society, the Third District 
Medical Society and chairman of his state medi- 
cal society’s Public Relations Committee and 
Postgraduate Education Committee. In addi- 
tion, he held the posts of first and second vice 
president of the Medical Society of the State of 
North Carolina before being selected for the 
presidency. In 1959 he ran unopposed for presi- 
dent and was unanimously elected to the 1960— 
1961 term. 

Dr. Johnson is also a past president of the 
State Board of Medical Examiners. 
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Within the AAGP, Dr. Johnson was alternate 
delegate or delegate from North Carolina for 
eight years, a member of the Committee on In- 
surance, the Commission on Hospitals, the Com- 
mittee on the Scientific Assembly and various 
reference committees. His admirable job as chair- 
man of the Committee on Scientific Assembly 
for the 1961 Assembly in Miami Beach made him 
a natural selection for the Board of Directors. 

Immediately following his election to the 
Board, he was appointed chairman of the Com- 
mission on Education, a member of the Liaison 
Committee with Advisory Board for Medical 
Specialties and the Committee on the 1962 In- 
vitational Scientific Congress. 

The AMA has called on Dr. Johnson to serve 
on the Joint Commission on Accreditation of 
Hospitals. He is a delegate to the AMA from 
North Carolina. 

Dr. Johnson and his wife, the former Miss 
Mary Porter Allan, have two children, Mrs. Wil- 
liam R. (Mary Allan) Watts, Jr., now living in 
Ft. Lauderdale, Fla., and Amos Neill Johnson, 
Jr., a junior at Duke. The senior Johnsons are the 
proud grandparents of two-year-old Mary Eliza- 
beth Watts. 

Having proved himself extremely capable in 
medical activities, Dr. Johnson has been honored 
with three appointments by governors of North 
Carolina. He has served on the State Hospital 
Board of Controls, the Governor’s Committee for 
Court Reform and the White House Conference 
on the Aged. 

In other areas of civic work, Dr. Johnson is a 
member of the Board of Directors for the North 
Carolina chapters of American Cancer Society 
and the National Health Council. He held a po- 
sition on the local school board for three years, 
and the county board for 12 years. 

Successful in anything he undertakes, Dr. 
Johnson has participated in several business ven- 
tures and is a member of the Board of Directors 
for the Lundy Packing Company. 


Volume XXIV, Number5 GP 


GF 


— 
| 
q 
Ey 
dae 
MO 


News 


Interest Soars in 1961 SOC, Symposium and Board Sessions 


AAGP Members Throughout Nation Attend September Meetings in Kansas City 


DURING THE SEPTEMBER 14-17 meetings in 
Kansas City, prominent men in medicine pro- 
vided sessions as productive and meaningful as 
any the Academy has ever had. 

This year’s State Officers’ Conference was 
carried out as a Town Hall Meeting. Earlier, the 
Board of Directors convened for two days and 
425 physicians attended the Fifth Annual 
Symposium on Infectious Diseases—one of the 
finest in the series which the Academy has held 
in conjunction with the University of Kansas 
School of Medicine. 

While attendance was good, records did not 
fall, but it is felt that nationwide radio, tele- 
vision and press reports that Kansas City was 
flooded undoubtedly kept some persons away. 


SOC Committee members who planned and conducted the 
“Town Hall Meeting” were (left to right): Drs. C. Randolph 
Ellis, Malvern, Ark.; Lewis W. Cellio, Columbus, Ohio, 
Thomas A. Keenan, chairman, Rutland, Vi., and Mr. 
Robert Herzog, advisor, Milwaukee, Wis. 


1961 


On Friday, 425 physicians registered for the Annual Sym- 
posium on Infectious Diseases, jointly sponsored by the 
Academy and Kansas University Medical Center and made 
possible by a grant from Lederle Laboratories. 


A liaison meeting of the Academy’s Executive Committee 
and representatives from the AMA Section on General Prac- 
tice was one of the weekend evenis. Seated (clockwise, lower 
left) are: President-elect James D. Murphy, Miss Helen 
Cobb of Headquarters staff, Treasurer Albert E. Ritt, 
President Floyd C. Bratt, Board Chairman Julius Michael- 
son, Dr. Charles R. Alvey, Dr. Lester Bibler, Executive 
Director Mac F. Cahal and Dr. Thomas E. Rardin. Standing 
are Mr. Charles E. Nyberg of Headquarters staff and Vice 
President Paul S. Read. 
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‘The Pregnant 


and her need for milk’s calcium and phosphorus 
-without excessive fat calories 


Drinking enough milk during pregnancy to _by adding 4% cup extra crystals per quart. 
assure sufficient calcium has posed the prob- _Less than 105 calories an 8-ounce glass, this 
lem of unwanted fat calories. enriched nonfat milk is 
Now there’s an easy, natural way to help _ one-fourth richer in calci- 
assure her good calcium and nutritional status. um, protein, phosphorus 
Carnation Instant Nonfat Dry Milk provides _ and B-vitamins than ordi- 
all the calcium, protein, phosphorus and _narynonfatmilk. It tastes 
B-vitamins of fresh whole milk with less than ___ delicious, with a richer 
half the calories. flavor she'll enjoy. Even 
For 25% more of these needed nutrients: mixed over-strength, it 
Carnation Instant can be mixed over-strength _costs her only 12¢ a quart. 


WRITE FOR CARNATION’S “DIET DURING PREGNANCY’ — CARNATION COMPANY, LOS ANGELES 19, CALIFORNIA 
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SOC Town Hall Meeting 


THE 1961 State Officers’ Conference, taking a 
cue from its theme, Town Hall Meeting, was the 
most spirited of any the Academy has had. The 
§0C Committee, headed by Dr. Thomas Keenan 
of Vermont, arranged a provocative program and 
then invited speakers with equal fire to present 
the respective viewpoints. 

Of 148 state officers and representatives 
attending the September 16-17 sessions in Hotel 
Muehlebach almost all were in agreement that 
Town Hall Topic No. 3, “Intraprofessional Rela- 
tions,” alone was worth the trip to Kansas City. 

AAGP Past President John DeTar of Milan, 
Mich., lighted the fire for the other seven speak- 
ers with frank appraisals of the respective or- 
ganizations. 

The speakers who followed Dr. DeTar were 
Dr. Ernest Howard, assistant executive vice pres- 
‘| ident of American Medical Association; Dr. 
Robert S. Myers, executive assistant director of 
American College of Surgeons; Mr. G. Tod 
Bates, executive director of American Society of 
Internal Medicine; Dr. Joseph Anderson, assist- 
ant director of American Hospital Association; 
Dean Vernon E. Wilson of University of Mis- 
souri School of Medicine representing the Asso- 


A lively question-and-answer session followed the SOC 
Panel on intra~professional relations. Dr. John Quincy 
Adams, Zanesville, Ohio, (standing left) puts a question 
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to ACS representative Dr. Robert Myers as Drs. Francis 
Rhoades, Detroit; Burt Davis, Palo Alio, Calif., and 
Howard Robinson, Detroit, (standing right) wait their turn. 


&@ Academy President Bratt wel- 
: comed the state officers, intro- 
duced SOC Chairman Keenan. 


Medical prepayment was the topic of (left to right): James 
Williams, Health Insurance Institute; George Bugbee, 
Health Information Foundation; J.F. Burton, Council on 
Medical Services; Moderator Lewis Cellio; Harry Becker, 
Blue Cross Association, and George Cooley, Blue Shield 
Association. 


A provocative discussion on intra-professional relations 
was provided by (left to right): Drs. Robert Kimbrough, 
American College of Obstetricians and Gynecologists; 
Kenneth Babcock, JCAH; Vernon E. Wilson, American 
Association of Medical Colleges; Joseph Anderson, AHA; 
C. Randolph Ellis, moderator; J.S. DeTar, AAGP; Ernest 
B. Howard, AMA; Robert S. Myers, ACS, and Mr. G. Tod 
Bates, American Society of Internal Medicine. 
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With Somacort to relax muscles and relieve pain, 
tender joints need less steroid to reduce inflammation 


Somacort is a safe, logical step-up in treatment 
during the rough days when your patients need 
more than salicylates to keep comfortable and 
active. 

Soma, by itself, benefits many arthritics by 
relieving the muscle spasm and pain which arise 
from joint inflammation’. Thus with Somacort, 
which combines Soma with prednisolone, the 


Recommended dosage: 1 or 
2 tablets q.i.d. (Each tablet 
contains 350 mg. cariso- 
prodol, 2mg. prednisolone) 


amount of steroid needed to control inflamm 

tion can be kept within more conservative limit 
Somacort is well tolerated even when used { 

long-term therapy in more serious cases. 


1. Wein, A. B.; The Use of Carisoprodol (Soma) in Orthopedic Sug 
and Rehabilitation, Miller, James G., ed., Wayne State Univers 
Press. Detroit, Michigan, 1959. 
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ciation of American Medical Colleges; Dr. 
Robert A. Kimbrough of American College of 
Obstetricians and Gynecologists, and Dr. Ken- 
neth Babcock, director of the Joint Commission 
on Accreditation of Hospitals. 

Dr. DeTar admitted that despite flourishing 
vitality of the Academy in its 13 years of exist- 
ence, efforts in the fields of medical school educa- 
tion, graduate education, postgraduate education 
and hospital relationships have been less than 100 
per cent successful. 

He then posed questions to the speakers who 
followed him as to how and to what extent their 
fespective organizations aided or hampered the 
Academy in its goals. 

On the whole, the AMA’s House of Delegates 
was credited with supporting and defending gen- 
eral practice over the past 20 years. 

To the American College of Surgeons, Dr. 
DeTar threw down the gauntlet. He challenged 
the surgeons on the edict which declares assist- 
ance by family physicians in surgical procedures 
performed by a college member is unethical. 

Even more pointedly, he asked Dr. Myers: 
“Does the American College of Surgeons render 


During the Saturday lunch- 
eon, state officers heard 
Academy Executive Di- 
rector Mac F. Cahal (photo- 
graph above) discuss 
“The General Practice 
Tmage.”’ 
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After each question-and-answer session, a town crier’s bell was 
awarded for the best question. Here Selectman Robert Herzog 
(left) presents an award to Dr. Roland J. Zarlengo, Denver. 


Dr. J. G. Gustafson, Illinois chapter president, was sentenced 
to the punishment stocks by the town hall selectmen, guarded by 
Headquarters staffer Ellen Solak. 
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lip service to general practice while applying 
the boot to the family doctor, or is the college 
genuinely interested in assisting the promising 
young family physician in training for effective 
care for his patient?” 

Turning to the American Society of Internal 
Medicine, Dr. DeTar said that while the society 
has stated openly that the general practitioner 
should be the family physician, and that only 
under forced circumstances should the internist 
assume this family responsibility, in hundreds 
of communities the internist has assumed the 
functions and responsibilities of the family 
physician. Dr. DeTar said this is true in spite 
of the internists’ lack of training in pediatrics, 
obstetrics and trauma. 

“In fact,” Dr. DeTar declared, “dozens of 
groups employ only board-certified internists 
as family physicians because of their superior 
training in internal medicine. This is a disturb- 
ing fact, but it is a fact which was recognized as a 
trend by the AMA Committee on Preparation for 
Family Practice which insisted on 18 months of 
training in internal medicine and its branches. If 
this trend continues, and if group practice con- 
tinues its very rapid expansion, there will be no 
general practitioners in urban areas.” 

To the American Hospital Association, Dr. 
DeTar warned that approval by the AHA of poli- 
cies which concentrate control of medical care 
in hospital administration—such as the employ- 
ment of physicians to replace the family phy- 
sician and the exclusion and limitation of privi- 
leges for family physicians in the hospital, is cer- 
tain to widen the gulf between the profession and 
the hospitals. Furthermore, the AHA’s final 
stand on the King-Anderson bill could determine 
if there is to be harmony. 

Concerning the role of the Association of 
American Medical Colleges, Dr. DeTar said if 
medical school deans, executive and curriculum 
committees are really sincere in their expressed 
attitudes on the necessity for preserving the 


GP _ November 1961 


Dr. Austin Smith, president of 
the Pharmaceutical Manufac- 
turers Association, warned state 
officers of the dangers of the 
Kefauver-Celler bill. 


“Pepper pot” sessions gave state representatives a chance to 
discuss local problems with members from other chapters of 
comparable size. 


After the SOC closed, many members visited Academy Head- 
quarters for lunch and staff conferences. 


Conducted tours of Headquarters highlighted Sunday after- 
noon. Here, state officers examine Academy archives in the 
Board room. 
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WHILE 


Central's Soy Phosphatide is a simple, safe, 
effective part of any diet designed to reduce 
serum cholesterol. It is easily sprinkled over 
or stirred into the foods you prescribe. It is 
completely non-toxic and non-inhibiting. And 
its therapeutic role in lowering serum cho- 
lesterol has been established unequivo- 
~ cally.* The Chemurgy Division will be happy 
to send you authoritative and more specific 
evaluations of Central’s Soy Phosphatide. 


The usual prescription of Central’s Soy Phosphatide 
calls for two tablespoonfuls daily. 


*“We consider it significant to administer Soya Phosphatides 
for the purpose of normalizing the amount of blood choles- 
terol when its abnormal increase is found in nephose symp- 
... toms, in the case of intrinsical high cholesterol blood, serious 
diabetes and intrinsical hypertension.’ 
° Toshio Honda, Harua Kaneda, Sukenori Suzuki Ariga 
Department of Internal Medicine 
Nihon University, Japan 


Céntral Soya 
Chemurgy Division + 1825 North Laramie Avenue Chicago 39, Illinois 
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News 


family doctor in this age of super-specialization, 
this sincerity should find expression in thorough 
study of the methods of achieving this objective. 

Dr. DeTar asked that continuous liaison be- 
tween the Academy and the American College of 
Obstetricians and Gynecologists be maintained 
to alleviate any friction which might arise be- 
tween obstetricians and family physicians as to 
delivery room privileges. 

As for the JCAH, he asked why that body had 
not taken steps to warn and remove accreditation 
from any hospital guilty of undue discrimination 
against general practitioners as individuals or as 
a group. 


AMA Viewpoint 


For his part, Dr. Ernest Howard showed that 
the AMA’s chief concern today is the solidarity 
and cooperation within the medical profession so 
that it can present a unified front to preserve 
its freedom in the coming years. He said the 
AMA understands perfectly well that its oppon- 
ents are attacking cleverly and adroitly in an 
effort to discredit the AMA and the entire pro- 
fession. Labor, which is the chief source of oppo- 
sition, is quietly infiltrating religious groups in 
the guise that organized medicine is not caring 
for mankind as it should, and thus succeeds in 
painting a bad image of the AMA. 


The Surgeons Challenge 


The American College of Surgeons’ Dr. Robert 
Myers almost blew the roof off the Town Hall 
Meeting when he accepted Dr. DeTar’s chal- 
lenge. Obviously determined not to retreat from 
the college’s stand, Dr. Myers emphasized that 
any new applicant for surgical privileges in a hos- 
pital should have such training as will make him 
eligible for certification by the American Board 
of Surgery or by one of the American Boards in 
the surgical specialties. 

_ Furthermore, he stated that all surgery done 
In the hospital should be considered of major 
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Prior to the annual SOC banquet, Mr. A. W. Breckenkamp 
hosted a cocktail reception, complete with strolling musicians. 


The Hotel Muehlebach’s Terrace Grill was the scene of the 
Saturday night festivities. 


For his courage in presenting the unpopular views of the 
American College of Surgeons, its Executive Assistant 
Director Robert Myers was rewarded with a stay in the 
stocks. Dr. Myers is shown cooperating good naturedly with 
his captors, former AAGP President John S. DeTar (left) 
and Town Hall Selectman C. Randolph Ellis. 
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BUT DOCTOR, 


CALCIUM 
TABLETS 


MILK. 


NO...calcium tablets are not as good as 
milk ... because in providing the body with 
essential nutrients milk is really calcium-plus. 
Milk and other dairy foods supply most 

of the calcium in the diet, and contribute 
protein, riboflavin and many other nutrients 
that are needed daily by the healthy 

adult, the older citizen, the overweight and 
the patient with a disturbance of calcium 
metabolism. All need the liberal amounts of 
these ingredients ...as well as calcium... 
with which milk is uniquely endowed. 

And for those on a restricted diet, inclusion 
of dairy and other foods which are rich 

in the nutrients that are sometimes marginal 
in our diet... is especially important. 


When consumed in suggested amounts... two 
glasses daily for adults . . . milk or its 
equivalent in milk products provides two-thirds 
of the 0.8 gram of calcium recommended 

for maintenance, plus two-fifths of the 
riboflavin, one-fourth of the protein and 
important amounts of vitamin A, thiamine 
and other nutrients. If credited with the value 
of the other nutrients it contains, 

milk is by far the most economical source 

of calcium available. 


During the middle and later years of life, 
changes take place in the body which may have 
an adverse effect on calcium metabolism. 

The formation of stones containing calcium 
and other salts which may block the 

urinary tract is affected by several known factors 
including sex, race, and geography. The 
consumption of recommended amounts of 
dietary calcium has not been found to be 
associated with the development of urinary 
calculi. In some cases of osteoporosis . . . the 
most common bone disease in women 

of middle age . . . a liberal calcium allowance 
may be a valuable adjunct to hormonal therapy 
in stimulating recalcification of 

demineralized bone! 


Milk and other dairy foods stand alone 

in their ability to provide calcium needed by 
adults of all ages in a form that is highly 
palatable, easily digested, and readily 
absorbed ... and they also provide other 
nutrients which contribute to a balanced 
dietary and buoyant health. 


The nutritional statements made in this advertise- 
ment have been reviewed by the Council on Foods 
and Nutrition. of the American Medical Associa- 
tion and found consistent with current authoritative 
medical opinion. 


AVAILABLE ON REQUEST: 
Reprints of this series of messages on Calcium 
NEW CALORIE-RESTRICTED DIET SHEETS 


A non-profit Since 1915 promoting 
better health through 
nutrition research 
and education 


NATIONAL DAIRY COUNCIL 


111 NORTH CANAL STREET ¢ CHICAGO 6, ILLINOIS 
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significance and the classifications of “inter- 
mediate” or “minor” surgery should be abolished. 

Roiling the SOC audience even more, Dr. 
Myers said that advancement in surgical privi- 
leges in hospitals should not be gained by the 
apprenticeship or in-hospital method, after the 
physician has entered the private practice of 
medicine. The college forbids its fellows to parti- 
cipate in this type of training of nonsurgeons. 

The fourth area of controversy, surgical as- 
sistants, drew an equally unpleasant reaction 
from the audience. According to the ACS, an 
assistant at surgery should be restricted to mem- 
bers of the surgical department or to interns and 
residents when they are available. In hospitals 
without a house staff or sufficient number of 
qualified surgical assistants, ACS agrees it is 
acceptable to use the referring physician as an 
assistant. 


Medical School Dean Speaks 


Speaking individually as a dean, Missouri 
University’s Dr. Vern Wilson said the gross 
changes in medical care have largely determined 
present conditions and will certainly be helpful 
in predicting the future. 

He said there is currently 64 times as much 
information that can be brought to the bedside 
of a specific patient as was available in 1900. 
As a result each individual practitioner can ab- 
sorb and apply a smaller and smaller proportion 
of the total available medical information. Thus, 
“specialization” in its broadest sense (or limita- 
tion of responsibilities of the individual) is not 
optional but a necessity. 

Dr. Wilson, himself an Academy member, 
lauded preceptorships and said that medical 
schools concerned with the problems of family 
care will continue to emphasize general practice 
residencies. He said postgraduate education is the 
only answer to the continuing flood of new in- 
formation. 


As for general practitioners on medical school 
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Board Chairman Julius Michaelson emceed the entertain- 
ment, a la George Washington. 


Satirical songs on a physician’s life, light patter and show 
tunes were provided by Mary Shelton, Camden, Ark. 


Members and conference speakers continued discussion of 
the afternoon’s topics at the banquet 
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staffs, Dr. Wilson said there are many places 
where a well prepared general practitioner can 
furnish both experience and viewpoints and be- 
come an integral part of existing departments. 

“T do not believe that there is a place for a 
separate Department of General Practice in a 
medical school,” the dean concluded. 


JCAH Reaffirms and Clarifies Stand 


JCAH Director Kenneth Babcock told the 
SOC selectmen that joint commission by-laws 
do not say that it is judge, jury and prosecuting 
attorney in hospital, medical staff and trustee 
disputes. The by-laws do say that privileges 
may be extended to duly licensed qualified phy- 
sicians and that under no circumstances should 
the accordance of staff membership or profes- 
sional privileges in the hospital be dependent 
solely upon certification, fellowship or member- 
ship in a specialty body or society. 

“Can a general practitioner do major surgery, 
major obstetrics or major medicine?” asked Dr. 
Babcock. “‘He certainly can and should be al- 
lowed to do so, if he is qualified,’”’ Dr. Babcock 
then answered. 

But frankly speaking, Director Babcock said 
the decision is up to the credentials committee 
which must live up to its responsibilities, and 
above all else must have integrity. 

If the committee doesn’t, and chooses to deny 
privileges to a physician because of the color 
of his tie, there is nothing the JCAH can do about 
it so long as this action does not impair the stand- 
ard of medical care in the hospital. In other 
words, Dr. Babcock admitted that a hospital 
legally can keep a man off the staff and deny 
him privileges, even though morally they are 
selfishly wrong and know it. 

On the other hand, if the JCAH finds indi- 
viduals doing work for which they are not quali- 
fied and to the detriment of patient care in a 
hospital, the JCAH can put that hospital on pro- 
bation or refuse accreditation. 
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Others Speak 


Executive Director Tod Bates of American 
Society of Internal Medicine didn’t provide an 
answer to Dr. DeTar’s question concerning in- 
ternists who have assumed the role of family 
doctor. But he did place his society in league 
with others in the profession who are facing har- 
assment from the public and the government. 

Dr. Joseph Anderson chose to sidestep Dr. 
DeTar’s query on the AHA’s King-Anderson bill 
stand, and he attempted to explain the chief of 
service selection in hospitals. It is his contention 
that medical qualifications of the chief are left up 
to the judgment of the medical staff and that the 
hospital administrators have the right to do the 
final selecting on the basis of leadership, con- 
scientiousness and administrative ability. 

Dr. Anderson did insist that one reason for 
mounting hospital costs is the education pro- 
grams. He judged that the cost of training for 
each intern, resident and house officer averages 
$5,000 annually. Education costs are even more 
extensive in hospitals offering training for nurses 
and technologists. 

In presenting the position of the American 
College of Obstetricians and Gynecologists, Dr. 
Kimbrough explained that his organization is not 
a political body and is primarily concerned with 
education. He termed it a more democratic or- 
ganization (in its organizational structure) than 
the American College of Surgeons. 

“At a request of the Academy of General 
Practice, the college has appointed a committee 
to organize a plan for the continuing education 
of nonspecialists,” said Dr. Kimbrough. “The 
college stands ready to aid such a program as 
soon as these joint committees can agree on what 
is needed and desired.” 


Town Hall Topic No. II 


Sharing the Town Hall spotlight with the 
Saturday afternoon program on “Intra-profes- 
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...motion-stopping radiographic speed 
is built into every Patrician “200” 


With the G-E Patrician “200” diagnostic x-ray 
package, you can enjoy savings and still not sacri- 
fice needed power. This is important. For, only 
ample x-ray output will assure you exposure 
speed sufficient to overcome common motion- 
blurring problems. The Patrician combination 
provides this and more in every detail for radiog- 
raphy and fluoroscopy. For example: full-size 
81” tilting table . . . independent tubestand ... 
counterbalanced (not counterpoised) fluoroscopic 
screen or spot-film device . . . fine focus x-ray tube 
.. . fluoroscopic shutter-limiting device to confine 


Progress 's Our Most Important Product 
GENERAL @ ELECTRIC 


radiation to screen area .. . automatic x-ray 
tube overload protection. 

Ask about renting: Through the G-E Maxi- 
service® plan, you can have this complete Pa- 
trician “200,” plus maintenance, parts, tubes, in- 
surance, and paid-up local taxes — all wrapped- 
up by a modest monthly fee. Details available 
from your G-E x-ray representative. Or clip 
coupon below. 


General Electric X-Ray Department 
Milwaukee 1, Wisconsin, Room F-111 
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sional Relations,’”’ the luncheon presentation on 
“The General Practice Image’’ called the state 
selectmen to action. 

The speech, based on several surveys, was pre- 
sented by AAGP Executive Director Mac F. 
Cahal, who was the 1961 Town Hall director. 

Mr. Cahal uncovered some nagging paradoxes 
in the answers concerning what the American 
people think of the medical profession. While 
the public is generally critical of the medical 
profession as a group, most individuals like their 
own doctor. 

Most believe America has the best medical 
care in the world, but many are dissatisfied with 
the care they themselves are getting. 

Contrary to the usual belief, the public is not 
particularly impressed with the personal rela- 
tionship between physician and patient. The 
public is primarily interested in the physician’s 
competence. 

The studies show that people do want a family 
physician, and that the general practitioner 
continues to play a key role in medicine. 


Town Hall Topic No. I 


The viewpoint of the AMA Council on Medical 
Services was presented by its new chairman, Dr. 
J. F. Burton, in leading off the discussions on 
“Medical Payment Plans” at the opening of the 
Town Hall Meeting Saturday morning. 

Dr. Burton pointed out that the 1930’s and 
1940’s were the pioneering years in prepaid 
health insurance. Despite what AMA opponents 
charge, he said the work the AMA did in those 
years shows that it did not oppose Blue Cross in 
the 1930’s. In fact, he said the Board of Trustees 
Was on record at that time urging development 
of health insurance. Establishment of the present 
Council on Medical Service was approved in 1943 
to promote this aim. 

The council was instrumental in developing 
the simplified insurance claim forms in order 
to cut down on paper work for the physician. 
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Blue Shield Projects 


Because the Blue Shield Association was hold- 
ing its own meeting at the time of the SOC, it 
was not possible for a Blue Shield representative 
to come to Kansas City. Instead, Mr. George 
Cooley from the AMA addressed the state officers 
and clarified that he was not speaking for Blue 
Shield but about Blue Shield. 

Growth of Blue Shield has been tremendous, 
ranging from 2.5 million in 1945 to 48 million in 
1960. However, Mr. Cooley pointed out that the 
growth pattern varies greatly by state. 

Blue Shield is a trade association encompass- 
ing 69 plans in the U.S. and six plans in Canada 
and is so constructed organizationally that no 
national uniform program can be offered. There 
are 120,000 doctor participants. 

In order to strengthen the Blue Shield concept, 
a study commission has been established and ac- 
ceptance of relative value studies has been urged. 

On the achievement side, Blue Shield leads 
all groups in the enrollment of federal employees 
(55 per cent of the total) ; sponsors socioeconomic 
educational activities in 36 of the nation’s 85 
medical schools; has given assistance on college 
debates on the issue of compulsory health insur- 
ance, and supports the Kerr-Mills bill. 


Blue Cross Acknowledges Problem 


Mr. Harry Becker, Blue Cross vice president, 
substituted for the association’s president, James 
Stuart, who was unable to attend. Looking at the 
problem of prepayment, Mr. Becker said Blue 
Cross realizes that the buying public is exerting 
pressure and the emphasis is on cost. 

As Blue Cross sees it, the concept of prepay- 
ment is bound to grow and expand. And in this 
expansion, Blue Cross believes that the public 
wishes to have the following covered by prepay- 
ment financing: diagnostic services, home nurs- 
ing, mental health, prescription drugs and dental 
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antibiotic 


not indicated... 
prescribe NEW 


WIN-CODIN Tablets 


New Win-Codin tablets provide greater symptomatic relief 
from influenza, colds and sinusitis than do simple analgesic- 
antihistamine combinations. New Win-Codin tablets contain 
a full complement of the most effective agents available to 
relieve general discomfort, bring down fever and lessen 
congestive symptoms. 


Each tablet contains: 

Codeine phosphate 15 mg.—to relieve local and generalized 
pain and control dry cough 

Neo-Synephrine® 10 mg.—to shrink nasal membranes and 
open sinus ostia 

Acetylsalicyclic acid 300 mg. (5 grains)—to reduce fever and 
relieve aching 

Chlorpheniramine maleate 2 mg.—an antihistamine to shrink 
engorged membranes and lessen rhinorrhea 

Ascorbic acid (vitamin C) 50 mg.—to increase resistance to 
infectionst 

New Win-Codin tablets will bring more comfort to many 
patients suffering from severe colds, influenza or sinusitis. 
Average dose: Adults, 1 or 2 tablets three times daily; children 
6 to 12 years, from % to | tablet three times daily. 


- Available in bottles of 100 (Class B narcotic). 
LABORATORIES *Trademark {For persons with vitamin C deficiency 
New York 18, N. Y. Neo-Synephrine (brand of phenylephrine), trademark reg. U. S. Pat. Off. 
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Health Insurance Institute Heard 


The growth of voluntary health insurance is 
a phenomenon unique to the United States, 
James Williams, vice president and general 
manager of Health Insurance Institute, told 
state officers of the Academy. 

The makeup of the voluntary health insurance 
system represents a diversity of programs and 
approaches, a competitive activity that so well 
demonstrates a philosophy inherent in this 
country’s health care system—freedom of choice. 

Mr. Williams stressed that health insurance 
must be flexible and responsive to changing needs 
and conditions. Typical of this response is the 
relatively new form of coverage—major medical 
insurance. Although introduced only 10 years 
ago, Mr. Williams says it already covers 31 mil- 
lion people and is the fastest growing health 
insurance today. 


Health Information Foundation Role 


Completing the discussion on medical payment 
plans, George Bugbee, president of Health In- 
formation Foundation, warned his audience that 
this country still has the threat of government in- 
surance hanging over its head. He believes the 
place of government in health insurance is not 
resolved and never will be as long as government 
insurance is an untried alternative. 

“Whether or not we have a breakthrough as 
is currently embodied in the King-Anderson bill 
depends on the public’s judgment concerning the 
success of those who provide care and are at- 
tempting to meet public needs,’ the HIF presi- 
dent concluded. 


Sunday’s Town Hall Meeting 


Mr. Roger Tusken, secretary of the AAGP 
Committee on Insurance, announced at the town 
meeting that a new lifetime accident and sickness 
rider has been added to the Family Plan which 
will be made available at extremely low cost. He 
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promised that more details would be released 
within a few days. 

A capsule report on the current status of the 
Academy-sponsored insurance plans and each 
of the group plans was also given. 

Mr. Tusken revealed that the value of the 
Retirement Fund was up 16.8 per cent in one 
year and that $1,533,000 had been invested in 
one year. 

Under the Disability Income Plan, the age 
limit has been extended to age 69. 

After being in effect two years, the Group Life 
has $25 million coverage in effect. Mr. Tusken 
announced that through the cooperation of 
members waiving dividends, a total of $55,000 
in premium refunds has been given to the Gen- 
eral Practice Foundation for research. 

Because Academy members have been proved 
good liability risks, the PLUS plan recently 
announced a 10 per cent good experience divi- 
dend. It is anticipated that if this trend con- 
tinues the dividend could be increased to 15 or 
20 per cent in 1962. 


Frank Words from PMA 

Foregoing a prepared speech, Dr. Austin 
Smith, president of Pharmaceutical Manufactur- 
ers Association, spoke frankly to the medical 
profession about impending legislation and how 
this legislation, if passed, would be a threat 
to the public and quality of medical care. 

Dr. Smith said the Kefauver-Celler bill pro- 
poses revision in three separate statutes: the 
Sherman Act, the patent law and the Federal 
Food, Drug and Cosmetic Act. 

Dr. Smith said that any changes in the anti- 
trust law would necessarily involve all industries 
which means that other industries must become 
interested. 

The proposed legislation would make an ex- 
ception of the drug industry in the patent field. 
It would give the drug inventor exclusive right 
to his new product for at the most three years 
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and then force him to license all qualified appli- 
cants. 

This would mean that U.S. industries would 
pay the cost of developing all new drugs, but 
three years later would be forced to share their 
discoveries, without payment, to international 
friend and foe alike. Supporters of the Kefauver 
bill would destroy what other countries, including 
those featuring communism, are increasingly 
recognizing as important for progress in science. 

Countries, with a lack of invention, could with 
cheap labor and being free of heavy corporate 
taxes apply for patents and then undersell 
American competitors in the U.S. 

One of the key objections in the changes of 
the Food and Drug Act would be the establish- 
ment of generic names by the Department of 
Health, Education and Welfare, a practice that 
the medical profession has been resisting in public 
hearings. 

According to Dr. Smith, the future provides 
four choices: recover lost ground; maintain pres- 
ent status; lose more ground and become a public 
utility, or have government medicine. 

Dr. Smith expressed the belief that with 
concerted action by the pharmaceutical industry 
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and medicine, at least 
the present status can 
be preserved. 


Pepperpot Sessions 

Discussion sessions 
among chapters of 
like size brought forth 
many ideas and re- 
actions from the two- 
day Town Hall Meet- 
ing. 


< Malcom E. Phelps, M.D. 


During the two-day session 
of the Academy’s Board 
of Directors in Kansas 
City, Dr. Phelps, a past 
president of the Academy 
from El Reno, Okla., was 
named to the Finance 
Committee. Just recently, 
Dr. Phelps was also selected 
by the American Medical 
Association (in obedience 
to a directive from its 
House of Delegates) for a 
post on the special com- 
mittee to study activities 
of the AMA Board of 
Trustees and report to the 
house. Starting November 
30, Dr. Phelps (in the role 
of personal physician) and 
Mrs. Phelps will accom- 
pany two elderly women 
patients on a round-the- 
world cruise. 


AAGP Board in Two-Day Session 


Preceding the State Officers’ Conference, the Board of Di- 
rectors held a two-day meeting. Shown are (starting at head 
of table left, clockwise): Chairman Julius Michaelson, 
Executive Director Mac F. Cahal, Miss Helen Cobb, Presi- 
dent Fleyd C. Bratt, Dr. Amos Johnson, Treasurer Albert 
E. Ritt, President-elect James D. Murphy, Drs. Daniel M. 
Rogers, Herbert W. Salter, Walter W. Sackett, Jr., 
Leland S. Evans, Herman E. Drill, Speaker Carroll L. 
Witten, Vice Speaker Lewis W. Cellio, Vice President 
Paul S. Read, and Drs. Donald H. Kast and John O. 
Milligan. 
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when you can run 
an ECG or BMR in the nex® 


. .. you have all the advantages and conven- 
iences of these two diagnostic facilities at your 
fingertips. Immediate availability of data, 
firsthand knowledge and control of conditions 
at the time of the test, and time saved because 
“outside arrangements’ needn’t be made, are 
but a few of the advantages of owning your 
own electrocardiograph and metabolism tester. 

Popular with a great many of your colleagues 
the world over are two Sanborn’ instruments 
that can give you these diagnostic facilities 
“in the next room”: the 100M “Mobile Viso®” 
cardiograph and the ‘“‘Metabulator” metab- 
olism tester. The ‘‘Mobile Viso” offers three 
recording sensitivities, two chart speeds, pro- 


Sanborn Service lasts long after the sale... from people 
who know your instrument and value your satisfaction. 


vision for recording and monitoring other 
phenomena, and the dependability and 
ruggedness of modern electronic design. The 
‘‘Metabulator” also exemplifies simplicity of 
operation, with ‘‘one-level’’ controls, easily 
changed charts and COz2 absorbent, and quick 
BMR calculation. Both instruments have the 
proof of years of service and satisfaction to 
thousands of doctors. 

Call your nearest Branch Office or Service 
Agency — or write Manager, Clinical Instru- 
ment Sales, at the main office in Waltham — 
about the special combination offer on these 
two instruments. 


MEDICAL DIVISION 
SANBORN COMPANY 
175 Wyman St., Waltham 54, Mass. 
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Symposium Draws Acclaim 


DESPITE flood-proportion weather earlier in 
the week, Friday, September 15, was a perfect 
fall day for the symposium in Battenfeld 
Auditorium on the KU Medical Center campus. 
The doctors heard an outstanding faculty 
speak on infectious diseases. Members earned 
six hours of Category I credit. 

In addition to an over-all fine scientific 
program, two topics—measles vaccine and oral 
polio vaccination—both of top national medical 
news importance, were reported. 


Measles Vaccine Report 


Probable government licensing of measles 
vaccine for mass use by next year was forecast 
by Dr. Saul Krugman, professor and chairman of 
the Department of Pediatrics at New York 
University. 

Dr. Krugman reported that use of the vaccine 
on 1,000 children in New York City had given 
measles-immunity reaction to 96 per cent of them. 
He advised, however, that the “live virus’ vac- 
cine (developed by Dr. John F. Enders of 
Harvard) is best when tempered with an added 
injection of gamma globulin because children 
have less fever and mild rash reactions than when 
the vaccine alone is used. 

The chief objections to using gamma globulin 
with the vaccine is the cost and the limitation 
of available supplies. Dr. Krugman pointed 
out that the cost per vaccinated child would 
range from between 40 cents and a dollar—ac- 
tually a small price to pay for protection against 
measles. 

It is Dr. Krugman’s opinion that the unmodi- 
fied vaccine would not be acceptable for routine 
inoculations, but when controlled with globulin 
it is suitable for mass use. 

Among the many assets of the new vaccine are 
that it appears to give a one-shot lifetime im- 
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Checking the symposium program with Kansas University 
representatives Drs. Jesse D. Rising and Robert Weber 
(seated left and right) were Dr. Francis P. Rhoades, AAGP 
Committee on Scientific Assembly, and Academy President 
Floyd C. Bratt (standing left and right). 


Professional shoptalk before the opening session brought 
together symposium speakers (left to right) Drs. Ian Maclean 
Smith, Saul Krugman, Mark H. Lepper and Mrs. Smith. 


Dr. Robert N. Barr, (left) director of the Minneapolis Public 
Health Service, spoke on oral polio vaccination. 
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A COMPLETE THERAPY FOR 
TREATMENT OF PEPTIC ULCER 


CARBAMINE 


U.S. Pat. No. 2,840,506 


INGESTED EXOGENOUS 
SUBSTRATES 


BLOOD AND METABOLIC 
ENZYME SUBSTRATES 


Enzymic imbalance resulting from insufficient substrates may lead to 
peptic ulcer and other digestive disorders (full discussion in article by 
Goodfriend, Vanderkleed and Goodfriend). Carbamide has been designed 
to supply substrates for these enzyme systems, and thus aid in relieving 
symptoms, correcting acid-base equilibrium, aiding mucosal healing and 
normal digestion, and restoring homeostasis.) 

The action of Carbamine medication as a direct approach to the elevation 
of the health status and resistance of gastrointestinal mucosa; its high 
degree of therapeutic effectiveness; and its complete absence of toxicity 
or side-effects indicates that it is an important contribution to the materia 
medica of peptic ulcer and certain other gastrointestinal diseases. ‘?) 


No. 1, Pgs. 80-89, January 1960. 


FORMULA: REFERENCES : . 

Carbamide with citric acid and sodium bi- (1) Goodfriend, Vanderkleed & Goodfriend. ‘‘Enzy- , 
carbonate to produce sodium citrate and matic Therapy of Peptic Ulcer and Digestive Disor- 
carbon dioxide when dissolved in water. ders.” American Journal Gastroenterology, Vol. 33, 


DOSAGE : 
One packet T.I.D. after mealtime and one (2) Kelly, H. T., M. D., “Treatment of Gastroduodenal 
packet at bedtime. Ulcer and Certain Digestive Disorders with Mucosal 


Enzyme Substances’, American Journal of Gastro., 


Vol. 33, No. 12, December, 1960. 
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munity against measles, there are no significant 
complications and the vaccinated cannot infect 
the nonvaccinated. 

Dr. Krugman said an international symposium 
on measles November 7-9 in Washington, D.C. 
will probably be followed by a decision to license 
the vaccine which is now under experimental 
production by several drug manufacturers. 


Caution on Oral Polio Vaccine 


As for the second national-headline topic, 
the oral polio vaccine, Dr. Robert N. Barr, state 
health officer of Minnesota, told the symposium 
audience that the Sabin oral vaccine is more a 
weapon against epidemics than an all-round pre- 
ventive such as the Salk vaccine. 

“No doctor or nurse should assure a child 
or parent that the new vaccine is all that is 
needed,” Dr. Barr warned. 

He advised that if a doctor uses the oral 
vaccine today, he has an obligation to see that 
the patient has the Salk vaccine also. 

So far, the Sabin vaccine protects against 
Type I polio only. In epidemics where Type I is 
the threat, it gives faster and longer protec- 
tion than the Salk vaccine. 

For protection against Type II, Dr. Barr 
said three injections of Salk vaccine are indi- 
cated, and against Type III, the full four or 
five Salk shots are advised. 


Symposium Findings 

The use of gamma globulin in infection was 
also the topic of Dr. Mark Lepper, head of the 
University of Illinois Department of Preventive 
Medicine. 

In addition to its prominent role in the preven- 
tion of measles, Dr. Lepper pinpointed it as a 
control weapon against infections such as staphy- 
lococcus, variola, chicken pox and even against 
the common cold. 

Dr. Charles H. Rammelkamp, professor of 
medicine at Western Reserve University, stressed 
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Making a last-minute check on 
his notes was Dr. Arthur D. 
Hengerer, who spoke on “‘Vag- 
initis and Antibiotic Therapy.” 


Informal coffee hours followed both the morning and afternoon 
lecture sessions. 


Coffee breaks provided opportunities for informal discussion 
with the speakers. Here, one of the physicians goes over a 
point with Dr. Charles H. Rammelkamp (right), who spoke 
on streptococcal infections. 


that there is need to improve diagnostic ability 
in cases of streptococcal infections. 

And, he said the job of diagnosing this infec- 
tion is far harder when the patient doesn’t 
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rocortisone 


hastens healing most dermatoses 


In most of the common dermatoses, infection, inflammation and allergy...either singly or 
in combination...play a critical etiologic role. By virtue of its dual components Sterosan- 
hydrocortisone effectively combats all three factors. As a result, Sterosan-hydrocortisone 
in clinical use effectively brings about healing in 80-90°o of dermatoses!“...is often effective 
in cases of long duration resistant to other topical therapy.2-4 Available in both cream and 
ointment form, Sterosan-hydrocortisone is light in color...cosmetically acceptable for use 
on exposed areas. 


References: (1) Lubowe, |. |.: Antibiot. Med. & Clin. Therap. 4:81, 1957. (2) Fox, H. H.: Antibiot. Med, 6:85, 1959. “= Gej 

(3) Murphy, J. C.: Rocky Mountain M. J. 55:53, 1958. (4) Pace, B. F.: Med. Rec. & Ann. 51:370, 1957. 

Sterosan®-hydrocortisone, brand of chiorquinaldo! with hydrocortisone, Cream and Ointment containing 3% of elgy 
Sterosan and 1% of hydrocortisone. Tubes of 5 and 20 Gm. 

Geigy Pharmaceuticals, Division of Geigy Chemical Corporation, Ardsley, New York Geiny 
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have tonsils. Pain in swallowing, fever, tender 
lymph nodes are key signs that a streptococcus is 
at work. There will be exudate on the tonsils of 
patients who still have them. 

In comparison with other infections, he 
pointed out that streptococcal infection is not 
common. The average person will have only three 
or four cases of streptococcal infection during 
a lifetime. 

The opening symposium speaker, Dr. Arthur 
D. Hengerer, associate professor of gynecology 
at Albany Medical College, admitted that vagini- 
tis, the most common of the gynecologic com- 
plaints, taxes the ingenuity of a physician. He 
explained the acid and alkaline base in the vagina 
and the manner in which the balance changes 
during the various ages of the female—newborn, 
puberty, sex-mature and post-menopause. Any 
upset in the flora balance causes vaginitis. 

Dr. Hengerer, who studied with Papanicolaou, 
enthusiastically endorsed the use of the wet 
smear in the course of vaginal examinations. He 
said tap water is effective for the smear and it isa 
very simple and inexpensive test. He also urged 
a routine urine sugar test so that diabetes can 
be discovered more quickly. 

A native of Scotland, Dr. Ian M. Smith, who 
is chief of the Infectious Disease Laboratory at 
the University of Iowa, advised as to treatments 
against staphylococcus germ infections, some- 
times resistant to penicillin and other drugs. 

He mentioned the new “cilline’”’ antibiotics 
now being produced and said some are seemingly 
fairly potent against the resistant aureus type. 

Dr. Robert Weber, assistant professor of med- 
icine and microbiology at the University of 
Kansas, moderated both the morning and after- 
noon question and answer session. The master 
moderator for each of the annual symposiums, 
Dr. Weber marked ‘his final day at the medical 
center in an official capacity. He has opened an 
office in Salina, Kan. and is now in private prac- 
tice in internal medicine. 


Muehlebach Friday evening. 


After the symposium, a reception was held at the Hotel 
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Prescribe Camp lightweight garments 
for those patients who may not need 
the functional, supporting type gar- 
ment. Camp offers prenatal garments 
ranging from a garter belt to hold up 
PREN AT A ‘ the patient’s hose to fashionable non- 
supporting girdles and panty girdles 
priced from a surprisingly low $2.°5 
G ARMENTS at retail. The wide variety of fabrics 
‘and types available, the fine quality 
° : of the garments, combined with the 
lightweight prenatal touch of glamor women desire, creates 
hysical and psychological benefits 

ga rments for patients eae to patient satisfaction. 
For patients requiring more than just 


not requiri ng casual support, a series of moderate 
and sturdy supporting garments are 


stu rdy support also available. Such supports help pre- 
vent undue stretching of the abdom- 
inal walls, aid in preventing strain 
of the sacro-iliac joints and support 
the back adequately. 


S. H. Camp and Company, Jackson, Michigan 
S. H. Camp and Company of Canada, Ltd., Trenton, Ontario 
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Trends and Events in the Nation’s Capital 


From GP’s Special Washington Correspondent 


A DETAILED report published recently by the 
USPHS tells a great deal about American physi- 
cians—states in which they were trained, their 
schools, geographic distribution and type of pro- 
fessional practice. Following are some excerpts: 

In mid-1959 there were 220,222 living gradu- 
ates of all U.S. schools of medicine, exclusive of 
those who received degrees in June of that year. 
Slightly more than 91.8 per cent were non- 
federal physicians. Of the remainder, 16,540 were 
employed by the federal government and 2,519 
were on temporary foreign duty or their locations 
were not known. 

A total of 208,006 doctors (federal and non- 
federal) were graduates of the 78 active U.S. 
medical schools covered in the study. Virtually 
all others were graduates of schools now out of 
existence. Of the 208,006, there were 141,005 in 
private practice, of whom 71,185 were full-time 
specialists. 

Three out of four nonfederal M.D.’s in Penn- 
sylvania were graduates of medical schools in 
that state. The ratio was almost as great (73 per 
cent) for Illinois and Nebraska. 

In mid-1959 a grand total of 233 U.S. medical 
schools were represented by living alumni, al- 
though a majority of the schools themselves were 
deceased. Of the 78 currently active schools, 
alumni ranged in number from Jefferson’s 6,270 
to University of Mississippi’s 67. 


More Hearings on Aged Care 
Congressional hearings on health care and 
general welfare of the agiag population will con- 
tinue through most of November and December 
in various parts of the country. Opening hearings 
were scheduled for early October on the West 
Coast of Florida. 
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Many members of the Senate Special Com- 
mittee on Aging are on record in support of 
federal provision of hospital and nursing home 
care for the aged under social security auspices. 
Three of its four subcommittee chairmen are in 
this category: Senators Joseph S. Clark (D-Pa.), 
Jennings Randolph (D-W.Va.) and Wayne 
Morse (D-Ore.). Senator George A. Smathers 
(D-Fla.), chairman of the subcommittee on re- 
tirement income, is not committed to the Ad- 
ministration-sponsored social security coverage 
plan. 

Retirement income will be the subject of hear- 
ings November 29 in Springfield, Mass.; De- 
cember 4 in Minneapolis; December 6 in Kansas 
City, Mo.; December 8 in St. Louis; December 
11 in St. Joseph, Mo.; December 12 in Spring- 
field, Mo.; December 31 in Hannibal, Mo., and 
December 15 in Cape Girardeau, Mo. 

A session on housing problems of the elderly 
will be held November 6 in Pittsburgh. Nursing 
homes will be discussed November 6 and Novem- 
ber 8 in Portland and Eugene, Ore., respectively, 
and November 10 in Walla Walla, Wash. Thence 
this subcommittee will go to New England for 
hearings November 20 in Hartford, Conn., and 
December 1 in Boston. 

Coordination of federal and state activities in 
the field of aging will be the theme of sessions 
November 18 in Pocatello, Ida., November 15 in 
Boise, Ida. and November 17 in Spokane, Wash. 


Labelling Deadline 


March 5, 1962, is the effective date of a new 
Food and Drug Administration regulation re- 
quiring manufacturers to provide the medical 
and pharmaceutical professions with more in- 
formation in the labeling of most prescription 
drugs and devices. 

A package insert shall accompany these prod- 
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Tired of 
bending and stooping, 
Doctor? 


Here’s how 
RITTER UNIVERSAL 
TABLE 
helped your 
colleagues... 


Listen to the men who own a Ritter Universal 

Table. They'll tell you how a Ritter Table can VERBATIM Quotes FROM 
save your energy, leave you fresher at day’s end. NATIONWIDE TABLE 

The hydraulically elevated Ritter Table floats SURVEY 
your patients to the height best suited for you, “Tam 6’ 4” 
whether you prefer to work sitting or standing. up to my ea 
Tall or short, you treat patients at YOUR OWN 4 
COMFORT LEVEL, work better, get more done. “By elevating table 

See for yourself what your colleagues say . . . write bending om I can avoid 
today for reprint of Ritter TABLE SURVEY. E 


Ritter 


PANY ING. 
ROCHE ER YORK 
Medical Division 
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ucts, giving all necessary information as to safe, 
effective use and contraindications. 

“When this requirement becomes fully effec- 
tive,’ said George P. Larrick, FDA Commis- 
sioner, “it will make the complete information 
readily available to practitioners at every drug 
store and hospital pharmacy. The new require- 
ment will call for full information about the drugs 
to accompany detailmen’s samples as well.’ 


“Time-Off” Survey 


A National Health Survey report on bed dis- 
ability and restricted activity as a result of in- 
jury or illness discloses a number of interesting 
facts. The federal study produced an estimate 
that the average American (all ages) experiences 
16 days of restricted activity each year, including 
six days confinement to bed. It also reveals: 

Persons living in rural and farm areas lose sub- 
stantially more time than those in urban and 
rural-nonfarm sections. 

Southerners report largest number of disability 
days, while the best record is held by residents 
of the North Central states. 

As family income increases, time loss from dis- 
ability drops. An individual in a family whose 
income was under $2,000 a year lost 28 days in 
the 1959-1960 period under study, while a house- 
hold member in the $7,000 or over range had 
only 13 days of restricted activity. 

Women whose main duty was housekeeping 


hada higher restricted activity rate than working 
women. 


Nonpartisan—Just Political 

Headquarters has been established in Washing- 
ton for a national group dedicated to working for 
legislation giving aging citizens health services 
as a federal social security benefit. Chairman is 
Aime J. Forand, the former congressman from 
Rhode Island; the body’s full name is National 


Council of Senior Citizens for Health Care 
Through Social Security. 
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Literature describes the council as nonprofit 
and nonpartisan. 


SBA Scoreboard 


Loans by Small Business Administration in 
July, 1961, included the following: 

Dr. James H. Whitmore, physician, Comp- 
ton, Calif., $22,000; Dr. Yonemichi Miyashiro, 
physician, Paahuau, Hawaii, $6,000; Jefferson 
Medical Arts Building, Inc., South Bend, Ind., 
$250,000; Dr. Robert Grant Powell, physician, 
Galena, Kan., $40,000; Trover Clinic, Inc., Madi- 
sonville, Ky., $350,000; Hill-Davis Laboratories, 
Inc., Richmond, Va., $15,000. 


Also See AMA Washington Report, page 273. 


Mississippi Member Becomes Editor— Academy Member 
William Moncure Dabney of Crystal Springs, Miss. has 
been named editor of the JOURNAL OF THE MISSISSIPPI 
STATE MEDICAL ASSOCIATION. Dr. Dabney, formerly 
associate editor, (standing second from left) is shown with 
other members of the Publication Committee. In its second year 
of publication, the Mississippi journal placed third in its 
category in the 1960-1961 Evaluation and Awards Program of 
the International Council of Industrial Editors. Academy 
Member William Lotterhos, another well-known Mis- 
sissippi medical leader, is seated on the right. 
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a report on public 
health and extension 
nutrition materials 


An educational consultant examined 206 
Public Health nutrition education mate- 
rials from 22 states and found that break- 
fast cereals were included in the majority 
of them. In the same study, 350 Agricul- 
tural Extension Service nutrition education 
materials from 34 states were also exam- 
ined and it was found that 115 of them 
included breakfast cereals. That cereal is 
a basic breakfast item is demonstrated by 
its inclusion in the above nutrition mate- 
rials, whose aim is to improve the health 
and well-being of the people. 


CEREAL INSTITUTE, INC. 
135 South LaSalle Street, Chicago 3 
A research and educational endeavor de- 
voted to the betterment of national nutrition 
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News 


Surgeon General Announces Manufacturing 
License for Oral (Sabin) Polio Vaccine 


USPHS SURGEON GENERAL Luther L. Terry has 
announced that a license has been granted to 
manufacture Sabin polio vaccine (for Type I) in 
this country. 

In making the announcement on August 17, 
Dr. Terry said: 

“IT want to emphasize that an oral vaccine pro- 
viding protection against all three types of polio- 
myelitis will not be available for some time. The 
vaccine being licensed today produces immunity 
only against Type I polio. Therefore, it is of the 
highest importance that vaccinations continue 
with the Salk vaccine which is the only weapon 
we have today to provide protection against all 
three types of polio. 

“The Public Health Service will continue its 
efforts to promote the widest possible use of the 
Salk vaccine. When the full series of oral vaccine 
becomes available, we will also help in its promo- 
tion.” 

The newly-licensed vaccine is the live, oral, 
Type I variety developed by Dr. Albert Sabin of 
Cincinnati, Ohio. The pharmaceutical firm re- 
ceiving the license is Pfizer, Ltd., Sandwich, 
England. The vaccine will be marketed in the 
United States by Chas. Pfizer & Co., Inc. of 
New York. 

The license was approved by HEW Secretary 
Abraham Ribicoff on the recommendation of Dr. 
Terry in accordance with the provisions of the 
Public Health Service Act. 

Dr. Terry also reports that a number of 
pharmaceutical houses, in addition to Pfizer, 
have indicated they are working toward licensing 
of oral polio vaccine. 

During his August 17 announcement, Dr. 
Terry said he expected that Type II oral vaccine 
would be licensed in the near future, but that it 
would be several months at least before licensing 
of Type III. Of the three types of poliovirus, 
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Type I has been responsible in recent years for 
between 60 and 70 per cent of all paralytic polio 
in the country. 

However, a sampling of virus isolations from 
paralytic cases this year suggests that Type III 
may be increasing in relative importance as a 
cause of paralytic disease. 

The call for action on oral polio vaccine was 
made in April by the Academy’s Board of Direc- 
tors during the Assembly in Miami Beach. At 
that time the Board requested the Surgeon Gen- 
eral to re-evaluate the available live virus prepa- 


Commission on Membership and Credentials— Meeting for 
the first time under the chairmanship of Dr. Donald H. Kast, 
the Academy’s membership commission gathered August 12- 
13 in Denver. Standing left to right are Executive Director 
Mac F. Cahal, Chairman Kast, Drs. Kenneth Beebe, 
Clyde Miller and Seymour Fiske. Seated left to right are 
Drs. W. Mercer Moncrief, Robert Tinker, Edgar Morgan, 
John Q. Adams, Jr., Joseph W. Telford, Board Chairman 
Julius Michaelson, Miss Sandra Strong, Commission 
Secretary Roger Tusken and Dr. Herb Huffington. 


Financial “‘Sitting’—The Academy’s Finance Committee 
held its mid-year meeting August 11 in Denver. Shown left to 
right are Dr. Robert A. Price, GP Controller Norman Allen, 
Dr. Burt L. Davis, Publications Committee Chairman 
Daniel Rogers, Treasurer Albert E. Ritt who heads the com- 
mittee; Miss Helen Cobb, Board Chairman Julius Michael- 
son, Academy Controller Douglas L. Adams and Executive 
Director Mac F. Cahal. 
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continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT* is non-hypertensive, 
non-excitatory. 

Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT“ 
provides a physiologic stimulation of the cerebrum to permit the 
patient to adjust to his surroundings, become part of life itself 
again—and attain the right frame of mind. 


Ref , 1, Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. 
2. Levy, S.: J.A.M.A. 153: 1260, 1958. 8. Connolly, R.: W. Va. Med. J. 56: 268, 1960, 


GERONIAZOL TT’ 


*TEMPOTROL® (Time Controlled Therapy) 


PHILIPS ROXANE, INC. Columbus 16, Ohio 


% 


* 


Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Nicotinic Acid, 150 mg. 
Indications: Respiratory and cit 
culatory stimulant for the aged and 
debilitated with symptoms of mental 
confusion, depression, anxiety 0 
arteriosclerotic psychosis. 


Contraindications: None known ia 
recommended dosage. 

Dosage: One GERONIAZOL TT” 
tablet, b.i. d. 


Supplied: Bottles of 42 tablets ( 
weeks’ treatment). 
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fations in an effort to get oral vaccine in produc- 
tion in this country. 

In late spring President Kennedy requested 
and Congress appropriated $1 million for the pur- 
thase of all three types of oral vaccine for the 
fontrol of epidemics. With a portion of these 
funds, the Public Health Service is purchasing a 
gross order of 900,000 doses of Type I vaccine, 
in frozen form at 9 cents a dose, to be held in re- 
serve by the Service’s Communicable Disease 
Center for use and study in the event of an 
epidemic threat of Type I anywhere in the U.S. 

Dr. Terry said that he understood that the 
epidemic reserve purchased by PHS represents 
only a small portion of the more than 50 million 
doses of Type I vaccine that Pfizer expects to 
produce and make available for use by the start 
of the 1962 season next spring. 

Giving the Salk vaccine a pat on the back, Dr. 
Terry pointed out, “The progressive decline in 
polio since 1955, culminating in the record low 
so far this year can be attributed to the use of the 
Salk vaccine. To date, this year only 234 para- 
lytic cases have been reported, the lowest since 
1912 when records on polio cases were first col- 
lected. This compares with 13,850 for the polio 
season of 1955, the first year in which the Salk 
vaccine became available in limited quantities.” 


New London General Practitioners Regain 
Privileges in Connecticut Hospital 
EARLY THIS YEAR, general practitioners in New 


London, Conn. were being denied hospital privi- 
Pi at the city’s Lawrence & Memorial Hospi- 


Now after several critical months and con- 
certed effort by members of the Academy’s New 
London County component chapter, the hospital 
staff has been reorganized and a Section on Gen- 
eral Practice has been established. 

Dr. Harold von Glahn, president of the Con- 
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necticut chapter and a member of the New Lon- 
don County chapter, was the spokesman for the 
general practitioners. 

Two factors played important roles in effecting 
the agreement—organization of the “old” cour- 
tesy staff and personal interviews with members 
of the old courtesy staff and individual members 
of the lay governing boards. 

Once aware of the situation confronting gen- 
eral practitioners in the hospital, the lay board 
was both receptive and sympathetic to the feel- 
ings of these physicians and gave support to their 
proposals. 

The reorganized staff is divided into four sep- 
arate groups, honorary, consulting, attending 
and referral. : 

The biggest victory for the New London gen- 
eral practitioners is the establishment of a Sec- 
tion on General Practice within the attending 
staff, whose function will be administrative and 
educational rather than clinical. 

Members of the general practice section will be 
affiliated with a clinical service and be responsi- 


Legislation and Public Policy Matters—A two-day meeting, 
August 18-19, in Kansas City of the Commission on Legisla- 
tion and Public Policy revealed Academy support of legisla- 
tion that would let taxpayers deduct the cost of family fallout 
shelters from adjusted gross income. Shown in session with the 
new commission chairman, Dr. Walter Sackett, Jr., are 
(lower left going clockwise); Drs. Edward Kowalewski, John 
W. Rice, Carlos Fuste, Commission Secretary Walter 
Kemp, Chairman Sackett, Mrs. Mary Knickerbocker, Drs. 
Guy T. Vise, Robert Heerens, Dudley Cobb and James A. 
Blake. Drs. Arthur Ludwick and Jack C. Redman did not 
attend. 
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FLINT, Eaton & Company 


DIVISION OF BAXTER LABORATORIES, INC. 
MORTON GROVE, ILL. 


COMPOSITION: Qne FERROLIP Tablet supplies 333 
mg. of FERROLIP (iron choline citrate chelate), equiva- 
lent to 40 mg. of elemental iron. One teaspoonful (5 ml. ) 
of FERROLIP 50 mg. Syrup contains 417 mg. of FE 
ROLIP, peep? to 50 mg. elemental iron. One tea- 
spoonful ( ml.) of FERROLIP 20 mg. Syrup contains 166 
FERROLIP. to 20 mg. elemental iron. Each 
= of FERROLIP Pediatric Drops contains 208 mg 
ROLIP, equivalent to 25 mg. elemental iron in a 
pm flavored, nonalcoholic, sorbitol vehicle. 
ACTION AND USES: For treatment of iron-deficiency 
anemias. The iron in FERROLIP is held as a 
molecule. As a result, ly iron 
FERROLIP does not release high concentrations of free 
ionic iron which have ~_ reported to cause G.I. dis- 
poo And the iron stays in 


Get eae! or greater absorption and utiliza- 
ton. F LIP is folerated Lolerate 
other iron EERECE can even iven on an 
stomac IP is also sa! to give as 
there is xa 
10x) of fee he fron is ata 
dale 


us, an pose 
can be achieved with greater sa Lf and wit ee 


any, side effec 
ADMINISTRATION AND DOSAGE: Adults: 1 to 2 
FERROLIP tablets or | to 2 teaspoonfuls of FERROLIP 
50 1 Syrup t.i.d.; children, 6 years and older: 1 FER- 
ROLIP tablet or 2 teaspoonfuls of FERROLIP 20 mg. 
Syrup, t.id. Pediatric Drops: 0.5 cc. (9 drops) supplies 
5-2.5 M.D.R. for prophylaxis in infants and children 
= to 6 years; therapeutic dose: multiples of 1 cc. (18 
drops—25 mg.) as determined by physician. 
HOW SUPPLIED: FERROLIP Tablets: bottles of 100 
and 1000. FERROLIP 50 mg. Syrup: pints. FERROLIP 
20 mg. Syrup: pints and —. FERROLIP Pediatric 
Drops: 30 cc. plastic, squeeze bottles. 
ALSO AVAILABLE: FERROLIP Pius Tablets—for the 
treatment of microcytic and macrocytic anemias, combine 
ferrocholinate with the essential B vitamins including 
Biz and vitamin C. One tablet b.i.d. In bottles of 60 and 
500 tablets. Also FERROLIP Plus Liquid: 1 or 2 tea- 
spoonfuls t.i.d. In pint bottles. 
FERROLIP OB Tablets—a comprehensive hematinic 
formulation for optimal supplementation during gesta- 
tion—combines ferrocholinate; calcium salts; the essential 
B vitamins including Biz; vitamins A and D; and vitamin 
C. One tablet t.i.d. In bottles of 100 tablets. Also FER- 
ROLIP-T—an exceptionally palatable liquid supplying 
high potencies of vitamin B: and Biz to stimulate appetite 
in finicky eaters and convalescing individuals of all ages, 
and to promote optimal growth in below-par children, 
plus generous amounts of vitamin Bs to improve protein 
utilization, and iron in the form of FERROLIP to over- 
come any concomitant iron-deficiency anemia. One tea- 
spoonful daily. In bottles of 4 fluid ounces. 
U.S. Pat. 2,575,611 
LITERATURE; ON REQUEST 


YOUR P.D.R. 
GIVES YOU 
6 GOOD 
REASONS 


FERROLIP* 
ORAL IRON 


1. FERROLIP is Chelated: a process that binds iron in a chelate complex. Iron is released at a rate 
the body can handle, nof in large amounts that irritate the gastric mucosa. 2. FERROLIP is not 
astringent—does not precipitate protein—is soluble in both acid and alkaline media. 3. FERROLIP 
remains in solution throughout the pH range of the G.|. tract, permitting maximum utilization and 
absorption. 4. FERROLIP is so well tolerated it can be given to any patient (even to patients with 
peptic ulcer). 5. FERROLIP is safer to give—safer to keep in the home because chelated iron is 
essentially nontoxic. 6. FERROLIP produces an excellent hematological response.) 


*This listing prepared by FLINT, Eaton & Company for Physician's Desk Reference. 
1. Franklin, M., et a/.: JAMA 166:1685, 1958. 
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News 


ble to the chief of that service for their clinical 
work. The general practitioner’s assignment will 
be determined by a committee consisting of the 
chiefs of medicine, surgery, general practice and 
OB-GYN, with the approval of the Medical Ad- 
visory Committee. The physician’s own choice, 
interest and type of inpatients will also be taken 
into consideration. 

The assignment of duties within a clinical de- 
partment will be made by the chief of that de- 
partment. The general practitioner’s training, 
experience, type of practice (rural or urban), age, 
health and other pertinent matters will figure in 
the assignment. The Medical Advisory Com- 
mittee will make final decisions on unresolved 
questions. 

The general practice section members will re- 
tain their privileges on other services as well. 

The chief of the general practice section will be 
appointed by the Board of Managers in the same 
manner as the other chiefs of services. He will 
automatically be a member of the Medical Ad- 
visory Committee. Two members of the Medical 
Advisory Committee will be elected from the at- 
tending staff, which includes the Section of Gen- 
eral Practice. 

This solution to the critical problem which 
faced New London general practitioners illus- 
trates the necessity of an organized Academy 
chapter, which is always on the alert to protect 
the interests of the general practitioner. The 
final hospital reorganization plan also empha- 
sizes the Connecticut chapter board of directors’ 
efforts to investigate ways in which an effective 
Section on General Practice may be established 
in hospitals where there is none. 


National Physicians’ Guilds, Inc. 
Devoted to Action on Economic Issues 


NATIONAL PHYSICIANS’ GUILDS, INC., an organ- 
ization devoted to militant action on economic 
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The December issue of GP will introduce a 
new monthly feature, ‘‘A Quarter of a Cen- 
tury Ago.’”’ Watch for this column in the 
news section. This medical record of the 
past will jog the memories of GP readers 
and will remind them of the progress that 
has been made in the last 25 years. 


issues, observed its first year by becoming active 
in a number of the sections of the country. 

Dedicated to “the preservation of ‘free enter- 
prise’ in medicine,” the NPG is strongly against 
such practices as closed-panel plans, fixed-fee 
schedules and third party or government “con- 
trol’ of care. 

According to a recent reference in a medical 
news publication, National Physicians’ Guilds, 
Inc. is more conservative and sharper spoken in 
its policies than the American Medical Associa- 
tion. 

Membership is by invitation only and is not 
open to anyone who engages in “restrictive 
medical practice.” 

Headquartered in New York City, NPG is 
composed of autonomous local chapters set up as 
nonprofit corporations. 

It stems from the successful operations of the 
Nassau County (New York) Physicians’ Guild— 
established about three years ago on Long Is- 
land—which thwarted union purchase of a hos- 
pital and expansion of a closed-panel plan. 

Dr. Ralph S. Emerson, NPG president, is a 
past president of the Nassau guild. 

One chapter is now operating on Staten Island 
and another has been chartered in Allegheny 
County, Pennsylvania. 

NPG reports that other new chapters are “in 
the talking stages” in Illinois, Indiana and Mis- 
souri. 

The NPG stresses that it backs organized 
medicine fully. It is not a splinter group, accord- 
ing to its leaders, but is able to act in concert 
with organized medicine on economic issues in a 
diversified and more militant manner. 

The guild requires that all its members be 
members in good standing of their county medi- 
cal societies. 

According to President Emerson, political ac- 
tion is not a main purpose. ‘‘We are concerned 
only so far as politics affects the practice of medi- 
cine,” he explains. 
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Civil Service Commission Reveals Status 
Of Two Federal Health Benefits Programs 


THE CIVIL SERVICE COMMISSION has approved 
the benefits and the premium rates of the 37 
plans that will participate in the Federal Em- 
ployees Health Benefits Program during the new 
contract year, which begins this month. 


Of the 132 million persons in this country hav- 
ing some form of health benefits protection, the 
Civil Service Commission estimates that almost 
six million, or about 4.5 per cent, are participat- 
ing in the two health benefits programs which it 
administers. The estimate is based on enroll- 
ments in the Federal Employees Health Benefits 
Program as of March 31, 1961 and in the Retired 


TABLE 1. 


Enrollment in the Federal Employees Health Benefits Program, 
March 31, 1961 Compared with June 30, 1960 


Total Enrollment Enrollment 
March 31, 1961 
Increase 
Number 6/30/60-3 /31 /61 
of March 31, June 30, 
Type of Plan Plans 1961 1960 Number Per cent Employees Annuitants 
Total 36 =©1,805,487 1,731,486 73,951 4.3 1,779,433 26,004 
High Option 34 1,452,899 1,395,337 57,562 4.1 1,431,745 21,154 
Low Option 21 352,538 336,149 16,389 4.9 347,688 4,850 
GOVERNMENT-WIDE— Total 2 1,467,639 1,403,033 64,606 4.6 1,446,285 21,354 
High Option 2 1,205,888 1,155,400 50,488 4.4 1,188,136 17,752 
Low Option 2 261,751 247,633 14,118 5.7 258,149 3,602 
SERVICE BENEFIT PLAN— Total | 988,004 937,648 50,356 5.4 972,419 15,585 
High Option 1 813,703 774,122 39,581 5.1 800,709 12,994 
Low Option 1 174,301 163,526 10,775 6.6 171,710 2,591 
INDEMNITY BENEFIT PLAN— Total 1 479,635 465,385 14,250 2.7 473,866 5,769 
High Option 1 392,185 381,278 10,907 2.7 387,427 4,758 
Low Option 1 87,450 84,107 3,343 4.0 86,439 1,011 
EMPLOYEE ORGANIZATION— Total 13 235,328 229,334 5,994 2.6 231,695 3,633 
High Option 11 149,489 145,585 3,904 2.7 147,064 2,425 
Low Option 12 85,839 83,749 2,090 2.5 84,631 1,208 
COMPREHENSIVE MEDICAL— Total 21 102,470 99,119 3,351 3.4 101,453 1,017 
High Option 21 97,522 94,352 3,170 3.5 96,545 977 
Low Option 7 4,948 4,767 181 3.8 4,908 40 
GROUP PRACTICE— Total 13 75,718 73,394 2,324 3.2 74,939 779 
High Option 13 70,858 68,711 2,147 3.1 70,118 740 
Low Option 5 4,860 4,683 177 3.8 4,821 39 
INDIVIDUAL PRACTICE— Total 8 26,752 25,725 1,027 4.0 26,514 238 
High Option 8 26,664 25,641 1,023 4.0 : 26,427 237 
Low Option 2 88 84 4 4.8 87 1 
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Federal Employees Health Benefits Program as 
of July 1, 1961. 

Each of these is a voluntary, contributory pro- 
gram, with the government, as the employer, 
paying a part of the cost. (See Tables 1 and 2 for 
details on coverage of the two programs.) 

As indicated, Table 1 does not account for the 
change in enrollment by federal employees and 
annuitants in the Federal Employees Health 
Benefits Program during the October 1-16 open 
season. At that time, eligible employees who 
elected not to enroll at their first opportunity 
were given a chance to obtain coverage. It also 
enabled enrolled employees and annuitants to 
change from one plan to another; from one op- 
tion to another in the same plan; from self-only 
to a self-and-family enrollment, or from a self- 
and-family to self-only enrollment. 


BLE 2. 


bummary of Enrollment 
n the Retired Federal Employees 
Health Benefits Program July 1, 1961 


Annuitants 


Total Employee Survivor 


IGIBLE— Total 401,825 304,260 97,565 
NOT ENROLLING — Total 165,530 121,635 43,895 
Elected Not to Enroll 31,740 23,800 7,940 
Did Not Reply 133,790 97,835 35,955 
ROLLING — Total 236,295 182,625 53,670 
UNIFORM PLAN— Total 134,765 100,405 34,360 
Basic 58,170 45,225 12,945 
Major Medical 26,655 19,255 7,400 
Basic plus Major Medical 49,940 35,925 14,015 
IVATE PLANS— Total 101,530 | 82,220 19,310 
Blue Cross-Blue Shield 63,605 49,755 13,850 
Employee Organizations 26,350 23,890 2,460 
Insurance Companies 7,530 5,190 2,340 
Other 4,045 3,385 660 
GP November 1961 261 
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*Trademark, Reg. U.S. Pat. Off. - brand of etryptamine acetate 


SEE PAGE 223 
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MARION 


Es 


For prompt and continued 
relief of cold symptoms, 
including headache, fever, 
sinus congestion, myalgia, 
non-productive cough and 
sore throat. 

Contains the preferred antitussive 
NOSCAPINE, the expectorant GLYC- 
ERYL GUAIACOLATE, the deconges- 


tant PHENYLPROPANOLAMINE HCI, 
and the analgesic ACETAMINOPHEN. 


Available now in either tablets or 
suspension. 


MARION 
Laboratories, Inc., Kansas City, Missouri 


Itinerary Set for Post-Assembly 
Invitational Scientific Congress 


APRIL 15-20 ARE THE DATES for the 1962 Invita- 
tional Scientific Congress in Hawaii which will 
immediately follow the Academy’s 14th annual 
Scientific Assembly in Las Vegas. 

The Committee on the Invitational Congress, 
comprised of Drs. John Milligan (chairman), 
Donald H. Kast and Amos N. Johnson, is making 
final plans for the meeting with the Hawaii 
chapter, with the assistance of Dr. R. Varian 
Sloan of Honolulu. 

The Royal Hawaiian Hotel in Honolulu will 
again serve as headquarters, as it has for the 
past three Invitational Scientific Congresses in 
Hawaii. (See cut.) The first of these meetings was 
held in 1951. 

Members will receive Category I postgraduate 
study credit for attendance at scientific sessions, 
which will convene at the Sheraton “Meeting 
House.” 

Following the congress, a circle trip will be 
made to Tahiti, New Zealand, Australia and the 
Philippines. Joint meetings will be held in New 
Zealand, Australia and the Philippines with the 
respective national colleges of general practice. 

The magic of Hawaii becomes more widely 
publicized every day, and visiting delegates will 
receive a warm welcome on the islands. Members 
will also be charmed by the different destinations 
included in the post-Assembly trip. 

Arrangements can also be made individually 
for those wishing to visit the Orient or continue 
around the world. 

Tahiti offers the colorful, leisurely life of 
Papeete, with its Tahitian, Chinese and French 
shops. Also of interest to visitors will be the an- 
cient Polynesian temple in Paea, the white and 
black sand beaches and night fishing by torch- 
light. (See cut.) 

The Southern Alps, with their exciting snow 
sports, scenic cities, the Waitomo Caves and the 
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challenge of landing record-breaking game fish 
in the coastal waters make New Zealand a sight- 
seer’s paradise. (See cut.) 

From New Zealand the trip will continue to 
Australia, the land “‘down under.” Here, visitors 
will see cosmopolitan Sydney, stately Melbourne 
and the nation’s capital, Canberra. 

Completing the trip will be a visit to the Philip- 
pines. These islands offer a blend of the old and 
new, jai alai and cock fighting, Lake Taal with 
its famous center volcano, pearl diving and 
shopping for the excellent Filipino craftsmanship 
and native products. 

Once again the AAGP Board of Directors has 
selected the Lee Kirkland Travel Organization 
to provide complete trip arrangements for mem- 
bers. A detailed brochure will be forthcoming and 
members who desire further information now 
may contact the Lee Kirkland Travel Organiza- 
tion, Group Travel Division, 4722 Broadway, 
Kansas City, Mo. 


Mountain Scenery and Bustling Cities—In the foreground is 
Queenstown, New Zealand, on the shores of Lake Wakatipu, 
with the rugged Remarkable mountain range in the back- 
ground. 


Headquarters Hotel—The luxurious Royal Hawaiian 
Hotel, overlooking famous Waikiki Beach will be headquarters 
for the 1962 Invitational Scientific Congress. 
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Tahitian Native Color—Islanders retain the carefree, happy 
life of their ancestors, as they perform a ritual dance for a 
group of visitors. 
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Medical News in Small Doses: 


ACADEMY MEMBERS hold many of the leading po- 
sitions in their respective state medical societies. 
Dr. Ralph C. Stuart of Guilford is new president- 
elect of the Maine Medical Association and Dr. 
Charles P. Crenshaw of Collins was recently 
chosen president-elect of the Mississippi State 
Medical Association. Kentucky State Medical 
Association’s new president is Dr. Gaithel L. 
Simpson of Greenville and Dr. William A. Snod- 
grass, Jr. of Little Rock heads the Arkansas 
State Medical Society. Dr. John G. Ball of 
Bethesda is vice president of the Medical and 
Chirurgical Faculty of Maryland. California 
Medical Association recently elected six Acad- 
emy members to key posts. These are Dr. Ivan 
Heron of San Francisco, vice speaker; Dr. Burt 
L. Davis of Palo Alto and Dr. Donald M. Camp- 
bell of San Francisco, councilors; Dr. Ralph 
Teall of Sacramento, AMA delegate; Dr. Walter 
H. Brignoli of Napa and Dr. Dudley M. Cobb of 
Los Angeles, AMA alternate delegates . . . As of 
November 1, most subscribers to Health Insur- 
ance Plan of New York are paying higher rates. 
However, premium differentials which have been 
paid by subscribers whose incomes are more than 
$6,000 a year have been eliminated . . . Academy 
Member Thomas E. Rardin of Columbus, Ohio, 
who is new chairman of the American Medical 
Association’s Section on General Practice, is urg- 
ing Ohio’s three medical schools to establish 
family doctor teaching units in order to increase 
the number of general practitioners . . . Univer- 
sity of Maine announces that Dr. Deane L. 
Hutchins, Academy member from Boothbay 
Harbor, is director of clinical services at the 
University’s health service. Dr. Hutchins took 
over the post in September . . . MEDICO reports 
that requests are being received for additional 
medical and surgical teams in South America and 
In the newly emerging countries of Africa. 
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to soothe, protect, 
lubricate, and stimulate healing in 


rash - chafing 
irritations - lacerations 
ulcerations - burns 


DESITIN OINTMENT...the pioneer external cod 
liver oil therapy for care of the skin in every 
member of the family. 


Request samples from... 


DESITIN CHEMICAL COMPANY 
812 Branch Avenue, Providence 4, R. I. 
also available: 


DESITIN HC OINTMENT with Hydrocortisone 
C4% or 1% Hydrocortisone) 


anti-inflammatory, antipruritic steroid en- 
hanced by the soothing, healing Desitin for- 
mula to control inflamed, itchy, eczematous 
and allergic skin conditions. 
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~ Parkinson's 
Disease 


ARTANE is well suited to the needs of the greatest number of 
ooo Improves rigidity, akinesia and mental depression. 
ontrols oculogyria ... remarkably free of toxic reactions.’ 


Indicated: All types of Parkinsonism, and to control extra- Request complete information on in- 
pyramidal reactions in ataractic therapy. Supplied: Tablets, 2 dications, dosage, precautions and 
mg. and 5 mg.; Elixir, 2 mg./5 cc. tsp. 1. Constable, K.: J. Am. contraindications from your Lederle 
M. Women’s A. 15:757 (Aug.) 1960. 2. Critchley, M.: Brit. Representative or write to Medical 
M. J. 2:1214 (Nov. 15) 1958. Advisory Department. 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QD 
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News from the State Chapters 


NEARLY FOUR HUNDRED PHYSICIANS, wives and 
guests attended Alabama chapter’s first Annual 
Dixie Postgraduate Assembly, July 13-15, in 
Birmingham. The Dixie Postgraduate Assembly 
takes the place of the chapter’s previous semi-an- 
nual meetings. 

Dr. James R. Garber, recipient of the first 
AAGP Meritorious Service Certificate, adminis- 
tered the oath of office to new officers. Dr. Len- 
ward R. Burroughs, Jr. of Birmingham succeeds 
Dr. Winston A. Edwards of Wetumpka as presi- 
dent of the chapter. (See cut.) 

New president-elect is Dr. Richard O. Rutland, 
Jr. of Fayette. He will be inaugurated at the 
second annual Dixie Postgraduate Assembly to 
be held next July in Mobile. 

Dr. Philip Thorek of Chicago, well-known 

honorary Academy member, was guest speaker 
for the banquet. Speakers for the scientific por- 
tion of the session included Drs. Neil K. Weaver, 
medical director, Humble Oil and Refining Co., 
Baton Rouge, La.; James T. Grace, assistant di- 
rector and chief of the gastrointestinal depart- 
ment, Roswell Park Memorial Institute, Buffalo, 
N.Y.; George Constant, psychiatric consultant 
to the Devereaux School, Victoria, Tex.; J.W. 
Crookshank, Lake Charles, La; William A. Mad- 
dox, Medical College of Alabama; J. Elliott 
Scarborough, Emory University; Alton Ochsner, 
New Orleans, and Lloyd M. Nyhus, associate 
professor of surgery, University of Washington 
School of Medicine, Seattle. (See cut.) 
@ For the first time in its 13-year history, the 
Missouri chapter is holding its annual meeting 
in Kansas City, Mo. The group is convening at 
Hotel Muehlebach, November 4-5. 

Many prominent names round out the guest 
speaker list, which includes Drs. Ralph F. Bow- 
ers, Memphis, Tenn.; Paul O. Hagemann, St. 
Louis; Gilbert B. Kelley, Savannah, Mo.; James 
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Alabama’s First Annual Dixie Postgraduate Assembly — 
Dr. James R. Garber (second from left), AAGP’s first 
Meritorious Service Award winner, congratulates Dr. L. R. 
Burroughs, Jr., newly installed president of the chapter. 
Dr. Philip Thorek, guest speaker, is seen at left of Dr. Garber 
and Retiring President Winston A. Edwards is at right of 
Dr. Burroughs. 


Former Classmates Have Reunion—Dr. L.R. Burroughs, 
program chairman for the Dixie assembly and new president, 
is seen with guest speakers and former classmates from 
Medical College of Alabama, Drs. James T. Grace (left) and 
Lloyd M. Nyhus. 


C. Melby, University of Arkansas School of 
Medicine; John J. Modlin, University of Missouri 
School of Medicine; John H. Moyer, Hahnemann 
Medical College and Hospital; Ralph A. Reis, 
Northwestern University School of Medicine; 
Herbert J. Rinkel, Kansas City; Charles C. 
Sprague, Tulane University School of Medicine; 
Philip Thorek, University of Illinois School of 
Medicine; C. Frederick Kittle, Arthur P. Klotz, 
Robert R. Manning, and Robert Weber, all of 
the University of Kansas School of Medicine. 
Mr. Horace Cotton is the banquet speaker, as 
well as one of the program participants. Mr. 
Cotton has until very recently been executive 
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The Newest 

Most Brilliant Departure 
From The “Ordinary” in 
Professional Furniture 


Strikingly beautiful Vinyl permanently 
laminated to indestructible steel . . . functioning 
with an efficiency unknown in professional 
furniture until now... wider, more spaciously 
body-contoured treatment tables uniquely 
mechanized to raise or lower with ‘‘self- 
assisting” ease... vise-grip stirrup 
positioning locking at any height, length and 
spread ... high impact, sound deadening 
Polystyrene drawers to open quietly, smoothly 
... revealing coved bottoms to inhibit dust 
...are but a few of the many features designed 
to lessen the fatigue of a modern practice. 


Auxiliary pieces, cabinets and tables now on 
order in eight striking combinations of 
color and finish. 


A. S. Aloe Company—A Brunswick Division 
1831 Olive St., St. Louis 3, Mo. 


Send your new 2nd Century Brochure illustrated in 
full color. 


nose drops 


In Nasal Decongestant 
Therapy when effective 
shrinkage is desired in 
treating: Colds, Sinusitis, 
Allergic Rhinitis. 


© Rapid and prolonged action 

physicians for 

Contains: over 25 years. 

Phenylephrine Hydrochloride 0.15%, 

‘Propadrine’ Hydrochloride 

In an Isotonic Saline Menstruum. 


RHINOPTO COMPANY 3905 cedar springs « Dallas, Texas 
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editor of Medical Economics and is now a contrib- 
uting editor to the magazine. 
@ Members of Tarrant County (Texas) chapter 
have undertaken a project to help care for pa- 
tients at Peter Smith Hospital, Fort Worth. 
The group is responding to appeals from the 
hospital staff to help overcome the intern short- 
age. The hospital’s need became urgent when it 
released from a year’s contract two of the three 
interns, because of their heavy work load. This 
leaves only one intern and three resident phy- 
sicians at the hospital. 

As of July 19, 95 per cent of the 50 members 
of the chapter had signed up for 12-hour shifts at 
the hospital. Dr. C. P. Hawkins, president of the 
chapter, stated his desire that 350 volunteer doc- 
tors would eventually participate in the project, 
so the additional work would not be too great a 
hardship on a few. The number of physicians 
who sign up determines how often a doctor will 
be called upon to serve. 

Dabney Gilliand, Peter Smith administrator, 
gave several reasons for the intern shortage. One 
is a nationwide shortage of interns—12,600 were 
sought by hospitals this year, although only 6,200 
were available. 

@ Michigan chapter will hold its 15th annual fall 
postgraduate clinic November 10-11 at the Sher- 
aton-Cadillac Hotel in Detroit. 

Twenty-eight guest speakers, representing 
medical centers from all parts of the country, will 
present papers on a wide variety of subjects. 

Included in the program is a panel discussion, 
“Blood Fractions,” by Drs. Raymond Monto, 
Joseph Sokal, William G. Anlyan and Walter 
Seegers. There will also be symposia and panels 
on tranquilizers, psychiatry, rheumatoid dis- 
orders, OB-GYN, hypertension, general medicine 
and pediatrics. 

Acting as presiding officers at the sessions will 
be the presidents of the Michigan chapter, Wayne 
County chapter, Michigan State Medical Society 
and Wayne County Medical Society. 
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Duluth Chapter Entertains Interns—Duluth (Minnesota) 
chapter was host to nearly 40 interns for its annual cruise on 
Lake Superior. Every year the chapter sponsors a cruise 
aboard a 70-foot excursion launch for interns at the Duluth 
hospitals to give them an opportunity to become better ac- 
quainted with Academy members. 


Hosts for August 19 Excursion—Shown aboard the excursion 
launch are some of the hosts for Duluth chapter’s annual pic- 
nic for interns. Left to right are Dr. Ralph J. Eckman, past 
president of Duluth chapter; Mrs. Eckman; Mrs. Reino H. 
Puumala; Dr. Franklin H. Dickson, Jr., immediate past 
president of the Minnesota chapter; Dr. Henry J. Jeronimus, 
president-elect of the Duluth chapter, and George Jutila, an 
intern at St. Luke’s Hospital. Not shown is Dr. William 
Grohs, president of the Duluth chapter. 


There will be 28 scientific exhibits to amplify 
the papers presented, as well as 77 technical 
exhibits. 

On Saturday evening a cocktail reception will 
be held in the Book Casino of the hotel for all 
registrants and exhibitors. Following the recep- 
tion the annual banquet will be held in the 
Grand Ballroom. 
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The Compact ecg 
with BIG-INSTRUMENT 
PERFORMANCE! 


miniaturized and transistorized 


BECK-LEE PHM 


ELECTROCARDIOGRAPH 


packs big performance in a lightweight 
(just over 17 lbs.) unit as easy to carry 
as a bowling ball. ... for easy-on-you 
house calls. 

THE “compact” with full-size 5 cm 
recording in 114 x74 x6%%-inch case 
... first with Audible-Visual heart sig- 
nal monitoring. 

And Cardi-O-Mite gives you the indus- 
try’s ONLY 2-year guarantee on the 
entire unit and all accessories plus life- 
time guarantee against stylus burnout! 


Choice of single or 2-speed models, 


B E K | CORPORATION 


Pyigmecabte O30 W Jackson Blvd., Chicago 6, U.S.A. 


Effective 
WEIGHT 
CONTROL 


When it’s important to control weight 
you can strengthen your patient’s will 
power by prescribing Fetamin® as an 
adjunct to your favorite dietary regimen. 

Fetamin® provides Methamphetamine, 
a more powerful appetite depressant; 
Pentobarbital, to avoid nervous side effects 
and a complete dietary supplement of all 
the minerals and vitamins essential to 
proper nutrition. 

The small, odorless, tasteless tablets 
ensure patient cooperation. 


etamin’ 


CONTRAINDICATIONS: Cardiovascular 
disease, especially when associated with 
hypertension. 

SIDE EFFECTS: No effects on blood, urine, 
renal or hepatic functions have been noted. 
Minimal side effects have been observed 
occasionally: dry mouth, insomnia, nausea, 
palpitations, and nervousness. 

DOSAGE: One tablet taken one-half to one 
hour before each meal. May be habit forming. 
SUPPLIED: Bottles of 100, 500 and 1,000 


EACH TABLET CONTAINS: 
d-Methamphetamine HCl ........ 5.0 mg 


Pentobarbital Sodium ................ 20.0 mg 
Vitamin A Acetate .............. 2500 USP units 
250 USP units 
Ascorbic Acid (Vitamin C) .... 10.0 mg 
Thiamine Mononitrate 

(Vitamin B,) ............... 2.0 mg 
Riboflavin (Vitamin B,) ........ 2.0 mg 
Niacinamide (Vitamin B,) ...... 5.0 mg 
d-Calcium Pantothenate © 

(Vitamin B,) 1.0 mg 
Pyridoxine HCl (Vitamin B,).. 1.0 mg 
Ferrous Gluconate 65.0 mg 
Copper (as Sulfate) ................ 0.15 mg 
Manganese (as Citrate soluble).. 0.25 mg 
aa 0.08 mg 
Potassium (as Chloride) .......... 5.0 mg 
Magnesium (as Carbonate) ...... 2.5 mg 


COMPLETE LITERATURE AND SAMPLES ON REQUEST. 

Pharmacal Co. 
iSAN ANTONIO 6, TEXAS 
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Dean Dorst Receives Check for Medical School—Dr. Stanley > 
Dorst (second from right) is shown accepting a check for $1,200 
for his school, the University of Cincinnati College of Medicine, 
from Dr. Taylor W. Barker, president of Southwestern Ohio Society 
of General Physicians. Dr. Glenn Pfister (left) and President- 
elect Eugene Fromm look on. 


@ In keeping with its annual practice, the South- 
western Ohio Society of General Physicians has 
presented a cash gift to the University of Cin- 
cinnati College of Medicine. 

This year, the check was for $1,200. The pres- 
entation to the school dean, Dr. Stanley E. Dorst, 
was witnessed by SOSGP President Taylor 
Barker; Dr. Glenn Pfister, chairman of the pro- 
gram and education committee; Secretary- 
Treasurer F.X.L. Baurichter, and President- 
elect Eugene Fromm. (See cut.) 


For more than a decade the society, which is a Can we 
component Academy chapter, has given annual mea 
gifts to the University of Cincinnati College of e . sure the 
Medicine for unrestricted use, in appreciation of patient S 
the teaching faculty furnished by the college for comfort? 


the postgraduate seminars held each year by 
SOSGP. 

Since 1949, more than $32,000 has gone to the 
Society of General Physicians Fund in the Col- 
lege of Medicine. 
® North Dakota is expecting close to 60 regis- 
trants for its annual meeting, November 17-18 
in Williston. 

The program speakers include Dr. R. D. Nier- 
ling, president of the North Dakota chapter; Mr. 
James Leahy, Merchants National Bank & Trust 
Co., and Dr. William H. Long, both of Fargo, 
N.D.; Drs. John F. Perry and W. Albert Sullivan, 
Jr. of the Department of Surgery, University of 
Minnesota; Dr. Robert A. Tidwell, University of 
Washington; Drs. J. Gordon Millichap and Carl See page 77 for description, 

E. Johnson, Mayo Clinic; Dr. Joseph Sorkness, indications, dosage, precautions, 
Jamestown, N.D., and Drs. Cecil G. Baker, O. _ Side effects, and how supplied. 
V. Lindelow, Myron W. Goughnour and H. Mil- | 
ton Berg, all of Bismarck, N.D. i 3 


Not objectively, as activity 
of the heart can be measured 
electrocardiographically. 


The higher level of relief 
reported with this new 
corticosteroid is a subjective 
thing that must be seen, by 
you, in your own patients. 


Alphadrol" 
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New ZOALITE 500 
LAMP features 
long-range, 
retractable 
extension arm. 


Radiant energy from the Z-500 Infrared lamp is 
in the spectral range capable of greater tissue 
penetration. Its special long-life quartz tube has 
almost ideal spectral characteristics for thera- 
peutic infrared radiation. (See chart below.) 


New equipoise arm permits positioning over 
widest treatment table. Unique counterbalanced 
construction holds lamp stationary. The Z-500 
also has an Alzak aluminum reflector designed to 
project radiation evenly over the treatment area. 
Hot spots are eliminated. 


the heart of the new Z-500 is its quartz infrared tube 
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RELATIVE SPECTRAL DISTRIBUTION IN 
ANGSTROM UNITS — BURDICK Z-500 LAMP 


As will be noted from the above chart, most of its radiant energy 
is in the range which is capable of the greatest tissue penetration. 


SEE THE NEW BURDICK Z-500 ON DISPLAY AT YOUR DEALER’S 


CORPORATION 
MILTON, WISCONSIN 


Branch Offices: New York 
Chicago « Atlanta » Los Ange! 


Fostex treats 
pimples-blackheads-acne 
while they wash 


degreases the skin 
helps remove blackheads 
dries and peels the skin 


Patients like Fostex because it’s so 
easy to use. Instead of using soap, 
they simply wash acne skin with 
Fostex Cream or Fostex Cake 2 to 4 
times daily. 


Fostex contains: Sebulytic® base (unique, penetrating, surface- 
active combination of soapless cleansers and wetting agents*) 
with remarkable antiseborrheic, keratolytic and antibacterial actions 
... enhanced by micropulverized sulfur 2%, salicylic acid 2% and 
hexachlorophene 1%. 


*sodium lauryl sulfoacetate, sodium alkyl ary! polyether sulfonate and sodium dioctyl 
sulfosuccinate. 


Fostex Cream and Fostex Cake are interchangeable for thera- 
peutic washing of the skin. Fostex Cream is approximately twice 
as drying as Fostex Cake. Supplied: Fostex Cake—bar form. 
Fostex Cream—4.5 oz. jars. Also used as a therapeutic shampoo 
in dandruff and oily scalp. 


And ... since continuous 24-hour drying and peeling 
of acne skin is essential, FOSTRIL (a new, flesh-tinted 
drying lotion) should be used once or twice daily in addi- 
tion to Fostex therapeutic washings. Fostril® contains 
Liposec® (polyoxyethylene lauryl ether), a new, surface- 
active drying agent used for the first time in acne treat- 
ment. This agent, with 2% micropulverized sulfur and a 
zinc oxide, talc and bentonite base, provides Fostril with 
excellent drying properties. Fostril also contains 1% hexa- 
chlorophene. 


Available: Fostril, 114 oz. tubes. 
Fostril-HC (14% hydrocortisone) 25 gm. tubes. 


WESTWOOD PHARMACEUTICALS Buffalo 13, New York 
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ORGANIZED MEDICINE, federal agencies and inter- 
ested national voluntary organizations have 
joined in a stepped-up campaign with a goal of 
eliminating medical quackery which bilks Amer- 
icans of an estimated $1 billion a year. 

The all-out drive was touched off at the First 
National Congress on Medical Quackery in 
Washington October 6-7. The congress, con- 
ceived by the AMA’s department of investiga- 
tion, was cosponsored by the AMA and the 
FDA. Attendance totaled about 600 representa- 
tives of federal departments, state and county 
medical societies and national organizations in- 
terested in combating medical quackery. 

Speakers included two members of President 
Kennedy’s cabinet, officials of the AMA and fed- 
eral agencies charged with protecting the public 
from the peddlers of useless gadgets, phony nos- 
trums, fake reducing pills, food faddism and 
other gimmicks of the modern medicine show 
trade. 

Those attending carried back to their organiza- 
tions and communities plans for closer coopera- 
tion at the local level with enforcement agencies 
to accelerate the campaign against quacks, par- 
ticularly in education of the public. 

C. Joseph Stetler, director of AMA’s legal and 
socioeconomic division, presided at the meeting. 

“Medical quackery is not a new problem in our 
country,”’ Stetler said. “For many years it was 
part and parcel of frontier and folk medicine. 
And although the ‘miracle drugs’ and ‘miracle 
surgery,’ born of World War II, improved med- 
ical care tremendously, it did not spell the doom 
of the charlatans. 

“The quacks of today are suited in the clothes 
of respectability, their manners sharpened to 
register sympathetic understanding and their 
morals degenerated to the point where they can 
blandly offer false hope where no hope exists.” 

Stetler said the AMA plans a public education 
Program against chiropractors. Dr. F. J. L. 
Blasingame, AMA executive vice president, re- 
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cently asked state medical societies for informa- 
tion on chiropractic in their states. He pointed 
out that the AMA repeatedly had warned the 
public against medical treatment by chiroprac- 
tors since the inception of the cult 65 years ago. 

“Yet today there are said to be 25,000 chiro- 
practors ‘adjusting’ some 3,500,000 patients an- 
nually in the United States,’”’ Dr. Blasingame 
said in a letter to state medical societies. ‘“Need- 
less to say, naivete toward chiropractic can lead 
only to increased public health hazards and, in- 
evitably, to lower esteem for the medical profes- 
sion and all the legitimate health sciences. 

“Consequently, we need your immediate help 
in amassing information on the inroads of cultism 
in the medical and health care field. When this 
survey is complete, our department of investiga- 
tion will use the data in an intensive public edu- 
cation program against chiropractic.” 

Oliver Field, director of the AMA’s depart- 
ment of investigation, told the quackery congress 
that “‘the medical profession needs help in stem- 
ming the tide of such things as chiropractic.” He 
pointed out that chiropractors have some legal 
recognition in all states except four—Louisiana, 
Massachusetts, Mississippi and New York. 

“‘As one sage has observed, all the tribes of the 
earth love to have their backs rubbed, but it re- 
mained for the Americans to make a profession 
out of it,” Field said. “And this, of course, applies 
principally to the chiropractors, who were a poor 
relation to the osteopaths when they started out 
in their medical life. At least the osteopaths saw 
the light long years ago and taught a brand of 
medicine, but they have not abandoned in all re- 
spects their adherence to the principles of 
osteopathy. 

“Suffice it to say that the chiropractor has been 
taught to act as a persecuted member of the heal- 
ing fraternity. As such, he has been more brain- 
washed than given an education which would en- 
able him to progress, to find new advances which 
would lead to achievements in the field not only 
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AMA Washington Report 


of diagnosis and therapy, but possibly of preven- 
tive medicine. ... 

“These are great problems because they alter 
the course of scientific exploration and scientific 
effort in the area of competent medical care for 
the greatest number of people. The campaign 
(against chiropractic), then, should be positive, 
in that it should seek to dissuade and discourage 
youngsters from following a fraudulent course by 
enrolling in chiropractic schools. Attention should 
be given to high schools, academies and junior 
colleges. No one can expect or hope to keep all 
people from being lured into such a fraudulent 
system of healing, but as long as the minimum is 
achieved, chiropractic will dry up for want of 
nourishment to its roots—namely, matriculants 
in its schools. 

“Now, the government of the United States 
has sponsored and spawned quackery by giving 
its returning veterans the means whereby they 
could attend chiropractic schools. Let us hope 
that the Congress will be sufficiently advised in 
the matter of squaring accounts with returning 
veterans that chiropractic is not one of the areas 
that is worthwhile, that give promise or that is 
a legitimate method of treating disease.”’ 

Dr. Leonard W. Larson, AMA president, noted 
that one of the moving forces behind the founding 
of AMA 114 years ago was a concern over the 
brisk traffic in patent medicines and secret 
remedies. 

“I am proud of the effective work of our Asso- 
ciation in revealing facts concerning unethical 
and fraudulent medical practices and in provid- 
ing government agencies and regulatory bodies 
with information and evidence leading to the 
conviction of those who would deceive and swin- 
dle the public,” Dr. Larson said. 

“‘We estimate that quackery and worthless 
products cost more than a billion dollars each 
year—an astronomical figure which convinces 
even the most dubious that quackery is not a 
small time operation... . 
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Oliver Field, Director 
AMA Department of Investigation 


“Quackery of today is commercial, it is almost 
respectable, it is cosmopolitan, it is modern. To 
me, one of the most difficult challenges facing us 
is to strip off this mask of respectability, and to 
show the public the vicious, scheming villainy 
beneath. ... 

“The worst harm caused by quackery . . . is 
when it keeps sick people from getting competent 
medical attention for serious disorders which—if 
left to the ministrations and phony remedies of 
the quack—can be fatal. 

“Quackery often operates under a pseudomed- 
ical guise—in the office of a chiropractor, a natur- 
opath, a naprapath or a sanipractor. In this way 
quackery draws patients toward its fleece-lined 
spider’s net of fraud and heartbreak. . . . 

“Speaking for the AMA and our 180,000 physi- 
cian-members, I pledge our efforts to the final 
eradication of quackery and all its minions and 
satraps.” 

Abraham Ribicoff, secretary of Health, Educa- 
tion and Welfare, said much of the estimated one 
billion dollars spent annually on quackery comes 
from “‘men, women and children who dearly need 
this money for good medical care” and other 
necessities. 

“But quackery’s costs in dollars only intro- 
duces the story,’’ Ribicoff said. “In terms of false 
hopes raised, in terms of ugly delusions fostered, 
in terms of tinkering with human life itself, the 
cost cannot be measured. The quack flirts with 
disaster. He challenges the sixth Commandment: 
‘Thou shalt not kill.’ 

Commissioner of Food and Drugs George P. 
Larrick said that there were three major kinds of 
quackery from the standpoint of protecting the 
public by both law enforcement and education— 
fake medical devices, pseudo science in nutrition 
and false claims for drugs and cosmetics. 

“From the standpoint of consumer protection 
the greatest harm being done by quack devices 
today results from continued use of individual 
units by local practitioners,” he said. 
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Continued from page 33 


On the Calendar 


*Classified by the Commission on Education as acceptable for 
postgraduate study credits under Category I. Members should 
report actual hours of attendance. Maximum hours listed 
when available. 


DECEMBER 


*13-14: University of Buffalo School of Medicine, course 
in use and interpretation of diagnostic x-ray, Buffalo, 
N.Y. 

13-14: University of Missouri Medical School, cancer 
diagnosis and treatment demonstration clinics, Colum- 
bia. (15 hrs.) 

*18: Cook County Graduate School of Medicine, one-week 
course in surgical technique, Cook County Graduate 
School of Medicine, Chicago. 

*19: Louisiana chapter, course in peripheral vascular dis- 
ease, Baton Rouge General Hospital, Baton Rouge. (2 
hrs.) 


JANUARY 


*4: University of Wisconsin Medical School, course in 
dermatologic diseases, University Hospital, Madison. 
(4 hrs.) 

‘+10: State University of Iowa College of Medicine, 
course in OB-GYN, Iowa City. (9 hrs.) 

‘10-11: University of Missouri Medical School, cancer 
diagnosis and treatment demonstration clinics, Colum- 
bia. (15 hrs.) 

ll-13: New Jersey chapter, annual meeting, Hotel Tray- 
more, Atlantic City. 

‘16: Tennessee chapter, examination and treatment of 
complications of the newborn, Memphis. (1 hr.) 

17: Utah chapter of American College of Surgeons, course 
in surgery, University of Utah, Salt Lake City. (8 hrs.) 

‘Mt: State University of Iowa College of Medicine, course 
pecan and maxillofacial surgery, Iowa City. 

rs.) 

17-19: American Diabetes Association, tenth clinical con- 
ference, Statler Hilton Hotel, Detroit, Mich. and Uni- 
versity of Michigan, Ann Arbor. 


G P November 1961 


*18: University of Wisconsin Medical School, program on 
problems and perspectives in medicine, Wisconsin Cen- 
ter Building, Madison. (18 hrs.) 

*18-19: University of Nebraska College of Medicine, course 
in OB-GYN, Omaha. 

*23-25: Medical College of Georgia, course in obstetric 
problems in private practice, Eugene Talmadge Memo- 
rial Hospital, Augusta. (18 hrs.) 

*23-27: University of Michigan Medical Center, course in 
pediatrics and OB-GYN, Ann Arbor. (29 hrs.) 

*28: Neurological Hospital, ‘“The Anxious Patient,” Neu- 
rological Hospital, Kansas City, Mo. (234 hrs.) 


FEBRUARY 


*5-6: University of Nebraska College of Medicine, course 
II in electrocardiography, Omaha. 

*5-6: Oklahoma chapter, annual meeting, Hotel Tulsa, 
Tulsa. 

*12: Harris County (Texas) chapter, lecture on the ana- 
tomic and functional considerations in injuries to the 
chest, Jesse Jones Library Building, Houston. (45 min.) 

*13-15: Medical College of Georgia, course in cardiac 
emergencies, Eugene Talmadge Memorial Hospital, 
Augusta. (18 hrs.) 

*13-16: State University of Iowa College of Medicine, 
refresher course in general practice, Iowa City. (26 hrs.) 

*14-15: University of Missouri Medical School, cancer 
diagnosis and treatment demonstration clinics, Colum- 
bia. (15 hrs.) 

*20-21: University of Michigan Medical Center, course in 
psychiatry, Ann Arbor. (12 hrs.) 


MARCI 


5-16: Temple University Medical Center and the Univer- 
sity of Pennsylvania Graduate School of Medicine, 
course in principles of immunology and allergy, Temple 
University Medical Center, Philadelphia. 

7-8: Indiana chapter, annual meeting, Sheraton Hotel, 
French Lick. 

*13-14: University of Michigan Medical Center, course in 
clinical neurology, Ann Arbor. (12 hrs.) 

*13-17: University of Michigan Medical Center, course in 
rheumatic fever, rheumatic heart disease and congenital 
heart disease, Ann Arbor. (85 hrs.) 

14: Virginia Council on Health and Medical Care, sixth 
annual nutrition forum, Thalhimer’s Auditorium, Rich- 
mond. (4 hrs.) 

*14: Virginia chapter, symposium, Lee Jackson Motel, 
Winchester. (5 hrs.) 

*15: University of Nebraska College of Medicine, program 
on infectious diseases, Omaha. 
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INJECTION 


(metaraminol) 


“.,.A Strong pressor effect with a myocardial-stim- 
ulating action in experimental studies,”’ “... Tens 
of thousands of intramuscular and subcutaneous 
injections, ... Not a single instance of tissue in- 


jury was observed,” 


ARAMINE can be administered for pressor effect by any 
route—subcutaneous, direct intravenous, intramuscular, 
intravenous infusion. No slough reported when injected 
into preferred vein of arm. Minimal risk of causing 
arrhythmias. 

Onset of action (intravenous): 1 to 2 minutes. 

ARAMINE is always ready for immediate use—no dilution 
needed. 

ARAMINE is also valuable in shock accompanying ana- 
phylaxis, brain damage, infectious disease, hemorrhage, 
surgery, trauma. 

Supplied: In 1-cc. ampuls and 10-cc. vials (10 mg. metaraminol present as the bitartrate per cc.). 
ARAMINE is a trademark of Merck & Co., INC. 

Additional information is available to physicians on request. 

1. Selzer, A., and Rytand, D. A.: COUNCIL ON DRUGS, Report to the Council, J.A.M.A. 168:762, 
(Oct. 11) 1958. 

2. Weil, M. H.: J.A.M.A. 171:1868, (Nov. 28) 1959. 


Dp MERCK SHARP & DOHME, Division of Merck & Co., INc., West Point, Pa. 
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